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International Midwives Congress 


EETING in London on Saturday for the 
London Congress of the International Confedera- 
tion of Midwives will be some 700 midwives 
and observers. Such a congress is no new 
venture for midwives as will be seen from the historical 
summary published on page 962 which refers to 13 inter- 
national meetings held since 1900. This year’s Congress, 
which is to be opened at Bedford College on September 6, 
will, no doubt, be most significant in the history of inter- 
national midwifery. It will open with a roll call of 
delegates from 45 countries, who will be welcomed by 
the President of the Congress, Miss N. B. Deane, M.B.E., 
President of the Royal College of Midwives. The Minister 
of Health, Mr. Iain Macleod will open the Congress and 
Dr. N. J. Eastman, M.D., from America, is flying over to 
give the inaugural address and throughout the week 
obstetricians and midwives from many countries will 
present papers on the care of the mother and the infant, 
the midwife’s training and her professional responsibilities. 
Films to be shown during the week include a new film The 
British Midwife, and one of the operation performed by 
Professor Aird on the Nigerian conjoined twins.* 
British midwives, in addition to being the hostesses, 


are well represented among those taking special part in 
the congress sessions. Miss M. Brooksbank from Northern 
Ireland will speak on relief of pain in.childbirth, after 
Dr. R. J. Minnitt’s address; followed by speakers from 
Belgium and Israel on the midwife’s part in reducing 
maternal deaths. Miss E. K. Bally, England, will speak 
on the care of the baby in the home; Miss B. M. H. 
Burrows of Scotland will give one of the papers on the 
training of the midwife, while Miss L. E. Beulah, principal 
of the residential Midwife Teachers, Training College, 
will discuss the training of the midwife teacher in England. 
Speakers from other countries include delegates from 
Australia, ‘Finland, Holland and Sudan, New Zealand, 
Denmark, Sweden and Germany. 

The wide implications of international discussion of 
midwifery problems and, in particular, the opinions 
expressed on midwifery training and the connection, or 
distinction, between this and nursing training, will be 
of great significance and interest to nurses. ; 

The midwife’s wide responsibilities are touched on in 
special articles in this number and all nurses will wish 
the midwives in London a satisfying and stimulating 
congress. 


* [Professor Aird’s illustrated article on The Conjoined Twins of Kano was published in the 
Nursing Times of July 3, 1954, by courtesy of the Editor of the British Medical Journal.] 


For Nursing Edwestien 


“ CXINCE the value to the community of any profession 
GC ecpends in large measure, on the competence and 
the sense of responsibility of the members of that 
profession, the importance of the teachers who undertake 
the training of those members cannot be over-estimated.”’ 


“Tf the nursing profession is to attract girls of the 
right calibre, it is essential that the educational authorities, 
as well as the health authorities, should recognize the 
nurse tutor as an expert educationist.”’ 


These two quotations are taken from the report* of 
the committee set up by the Ministry of Health, the 
Department of Health for Scotland and the General 
Nursing Councils for England and Wales and for Scotland, 
to consider the function, status and training of nurse 
tutors. The committee was set up early in 1951 as a 
result of the reference made in the report of the Working 
Party on the Recruitment and Training of Nurses, that 
the success of the schemes proposed for improving the 
recruitment and training of nurses would depend on the 


sufficiency and quality of the teaching staff provided. 

Dr. Janet Aitken, C.B.E., was chairman of the 
present committee and 12 nurses were appointed among 
the 18 members, five other nurses subsequently taking 
part in the considerations of the committee. Faced with 
the shortage of qualified tutors the committee emphasize 
first, that the best possible use must be made of the 
services of qualified tutors; and secondly, a way must be 
found of checking the drift from nurse teaching into 
administrative and other positions.. 

Of a group of tutors selected fora small inquiry, it 
appeared that by far the most important factor in their 
dissatisfaction, apart from lack of contact with the patient, 
was a sense of frustration due to the misunderstanding or 
lack of appreciation of their function and status. The 
committee state that ‘‘in too many nursing schools today 
the nurse tutor is regarded as an instrument for getting the 
nurse through the State examinations.” Rather, they point 
out, the tutor should be regarded as an educator in the 
widest sense of the word. If she is to be able to help her 


*Report of the Commitice set up to consider the Function, Status and Training of Nurse Tutors (H.M.S.O., 1s.) 
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students ‘‘ to develop in character and to handle the vital 
issues which face them as nurses *’, the tutor must herself 
be a person of substantial and broad knowledge; maintaining 
contact with the general field of education and able to 
integrate all aspects of her teaching, creating good personal 
relationships with all concerned with the education of the 
nurse. 

The committee have made a number of practical 
proposals which they feel will lead to the solution of the 
shortage of tutors. It is interesting that practically no 
reference is made to salaries and material conditions of 
service though these must be pre-supposed to support the 
status of the nurse tutor as outlined. Emphasis is placed 
first on the more general introduction of the principle of a 
school of nursing embracing several hospitals, in place of 
several small hospitals each with few student nurses and a 
tutor working single-handed. This, the committee suggest, 
should result in a better standard of training, together with 
increased opportunity for promotion for the tutor, within 
the educational system and an ultimate reduction in the 
number of tutors needed. 

The first point is referred to in the leaflet H.M. (54) 75 
sent to hospital authorities with the report, which recom- 
mends serious consideration being given to group schools of 
nursing, as many of the present training schools are “ far 
too small to be economic in operation or to provide a really 
satisfactory course of training.” 

The avenue of promotion for tutors is proposed by the 
committee to lead up to a new post described—for want of 
a better title—as ‘ Director of the Nurse Education Depart- 
ment’, and carrying a salary yet to be determined. The 
matron is recognized as being head of the training school, but 





Making Midwifery History 

MIDWIVES OF THE UNITED KINGDom through the Royal 
College of Midwives, will be welcoming on September 4, 
the delegates, from 45 countries, of the International Con- 
federation of Midwives. The countries thus represented 
are: Algeria, Argentine, Australia, Austria, Belgium, Burma, 
Canada, Chile, Denmark, Egypt, Eire, Finland, France, 
Germany, Gold Coast, Greece, Holland, Hong Kong, India, 
Indonesia, Iran, Iraq, Israel, Italy, Japan, Kenya Colony, 
Lebanon, Luxembourg, Malaya, Morocco, New Zealand, 
Nigeria, Norway, Singapore, South Africa, Spain, Sudan, 
Sweden, Switzerland, Syria, Thailand, Turkey, Uganda, 
United States of America and Uruguay. Sweden is sending 
15 midwives who will spend a fortnight in the United 
Kingdom through a Unesco (United Nations Educational, 
Scientific and Cultural Organization) programme for workers’ 
study tours in Europe. After attending the congress they 
will visit midwifery schools and see hospital and domiciliary 
midwifery practice in various cities including Birmingham, 
Bristol, Liverpool, Manchester, Newcastle, Sheffield, Edin- 
burgh, Glasgow and Belfast. Their tour has been planned 
by the Royal College of Midwives. 


Music Therapy in Hospitals— 


CoLONEL G. ANDERTON, O.B.E., Commandant of the 
Star and Garter Home for Disabled ex-Servicemen, wrote 
recently to Madame Mero-Irion in New York, asking for 
information about the music therapy service to American 
hospitals, of which she is executive director. Deciding that 
she could not do this satisfactorily in writing, 87-year-old 
Madame Irion stepped on board the Queen Mary, and came 
over to talk to Colonel Anderton in person. Since arriving 
in this country four weeks ago, Madame Irion has also visited 
the Ministry of Pensions and National Insurance, and, at 
their suggestion, the medical authorities at Stoke Mandeville 
Hospital, Queen Mary’s Hospital, Roehampton, and other 
institutions for the disabled. The organization which 
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in paragraph 21 the committee list the advantages of a 
particular school of nursing (described in appendix 1), where 
the director of the school occupies on the school of nursing 
committee, a position of equal status with the matrons of 
the associated hospitals, each of whom remains responsible 
for the student nurse in her hospital during the whole of 
her training. Special comment does not appear on the 
value or importance of educational committees. 

With reference to the numbers of tutors required, an 


interesting table on page 12 shows (a) one large mental - 


hospital with 106 trainees and one full-time unqualified 
tutor; contrasted with a school, linking four hospitals, with 
359 trainees and 16 full-time qualified tutors; and another 
school, linked with two hospitals, with 625 trainees and 
six qualified and three unqualified full-time tutors. If 
group schools were generally adopted the committee suggest 
that the ratio of qualified tutors might be on the basis of 
one tutor to 40-50 student nurses. They deprecate the 
employment of qualified nurse tutors in pre-nursing courses, 

On the training of tutors the committee makes some 
controversial recommendations such as that post-qualifica- 
tion service of three months should be given before registra- 
tion as a tutor is permitted. They agree that reciprocity 
throughout the United Kingdom is essential. The English 
and Scottish courses are at present very different but the 
Scottish authorities are agreed that reconstruction of the 
Scottish syllabus is desirable. 

On the proposal that the University of London course 
might be shortened from 24 to 20-21 months, a dissentient 
comment by Dr. C. N. Fleming and Professor Roger Wilson 
appears at the end of the report. They say “... we 

(continued on page 952) 


Madame Irion represents with most 

infectious enthusiasm is The Hos- 

pitalized Veterans’ Music Service 

(shortly to be renamed, since its scope 

has greatly widened, ‘The Music 
Service in Hospitals ’) which arose during the last war from 
quite fortuitous beginnings. The Red Cross were seeking a 
saxophone teacher for a disabled man in a naval war hospital. 
Madame Irion had, during the slump years, organized a paid 
service of musicians to provide music in hospitals; through 
this organization it was easy to find the saxophone teacher. 
The experiment was so successful that an organization was 
set up entirely to provide teachers of all kinds of musical 
instruments useful in therapy among the disabled and there 
is now a paid staff of 100 teachers who have given 165,000 
lessons to date. 


—Music Lessons Prescribed 


MapAME [rion stresses that this organization is not 
intended to provide entertainment, and lessons are only given 
to patients for whom the doctor recommends them on 


Madame Irion with Mr. Reginald Gibbs, baritone, at the Star 
and Garter Hospital (see above). 
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therapeutic grounds. At first the music lessons had to be 

iven in storerooms and odd corners so as not to disturb 
patients in the wards; now most hospitals joining in the 
scheme have set aside the necessary rooms for lessons and 
practice. As a first step in trying out a similar scheme in 
this country, Madame Irion kindly arranged for an afternoon 
concert at the Star and Garter Home at Richmond, when 
Reginald Gibbs, the well-known singer at the B.B.C., and 
his accompanist, Hebe Gibbs, gave a delightful song recital. 
Gradually, he drew his audience into the singing till the whole 
company, almost all in wheelchairs or beds wheeled into the 
hall, was singing lustily. Madame Irion, who is Hungarian 
born, is herself a remarkable personality. As Madame 
Yolande Mero, a concert pianist of European reputation, she 
met and married her American husband during a concert 
tour of the United States. She has devoted the past 20 years 
to voluntary work—in providing employment for musicians 
and bringing their talent and skill to the service of therapeutic 
work among disabled patients in the hospitals. 


WHO 
Expert Committee 
on Midwifery 
Training 


HIS year nurses of the world 
These remembered Florence 

Nightingale, their great 
Founder, and it is fitting that an 
organization such as the World 
Health Organization should have 
called together a group to discuss 
the broad field of midwifery training 
which is so closely allied to the 
nursing profession. 

The members of this first 
session of the Expert Committee 
on midwifery training, of whom I 
was one, were welcomed at the Park Hotel in the elegant 
city of The Hague, the seat of Government. 

On the evening of August 1 we were greeted by 
Dr. Banning, Chief Medical Officer, Miss Hoykass, Chief 
Nursing Officer, of the Netherlands, and Miss van Voort- 
huizsen, Matron of the City Hospital, and by members of 
the World Health Organization. On Monday, August 2, 
at the City Hospital, Dr. Banning and Miss van Voorthuizsen, 
on behalf of their Medical Director of the Hospital, introduced 
us to the many services that were available during our stay 
in the Hague. Dr. Edward Grzegorzewski, on behalf of the 
Director-General, welcomed the members of the Committee 
and expressed the thanks of the World Health Organization to 
the Government of the Netherlands and the Municipality of 
The Hague for all the facilities provided. Dr. N. J. Eastman, 
of the United States of America, was elected Chairman of 
the Committee and Mademoiselle N. Goffard, of the Institut 
Edith Cavell-Marie Depage, of Brussels, Vice-chairman. 
Miss P. M. Dickens, Principal Matron, Sudan Medical Service, 
Khartoum, Sudan, was appointed rapporteur. 

The meeting discussed the many problems relating to 
the training of midwives and how these might be met. 
Throughout the world a great number of births still occur 
where no skilled attendance is offered and no care given 
either pre-natally or post-natally; trained personnel— 
doctors, nurses, midwives and health visitors—are just not 
available. The untrained midwife or birth attendant who 
gives comfort and attention to a very large number of 
mothers is a member of her community, with the beliefs 
and superstitions that are natural to her background, and 
it was necessary to consider how these women could be 
helped to give better care to those women they were already 
attending. 

The Committee were only too aware that the birth of 
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Members of the WHO Expert Committee on Midwifery Training, who attended. the, first 
session held at The Hague in August. 


the baby is only a small, yet very important, incident in 
the care of mother and child. The great need was to use 
the facilities of the countries, with emphasis on nutrition, 
the value of custom, and the need for continuous care 
throughout pregnancy and childhood ; with a well-co-ordinated 
service where the personnel work together as a team for 
the benefit of the community as a whole. 

The greater number of births still occurred in the home, 
and the need for a good domiciliary training was emphasized, 
as so many births in the future would continue to be in the 
home and, unless for medical or social reasons, in what 
better place could they occur ? 

On Friday evening a most enjoyable party was planned 
at an old Dutch farm house now a restaurant, where we 
enjoyed an excellent meal amid the old-world atmosphere of 
the countryside. Saturday arrived all too quickly when 
it seemed we had so much yet to discuss and so little time 
left. I would, however, like to take this opportunity of 
expressing my thanks to all the other members of the 
Committee and to the World Health Organization for the 
excellent co-operation and congenial atmosphere—a living 
example of international teamwork. 

Miss van Voorthuizsen and her staff of the City Hospital 
gave generously of their time and hospitality. If there was 
pressure of work, not only did tea and coffee arrive but 
even lunch. It was because we were made so welcome 
and at home that we so quickly settled down to the 
atmosphere of the Committee. 

On the eve of the International Confederation of 
Midwives, it is encouraging to know that the broad field of 
midwifery training throughout the world is being considered 
so that skilled care can be ensured for future mothers. 

ELsiE STEPHENSON, Chief Nursing Officer, 
Maternity and Child Welfare Dept., Newcastle upon Tyne. 
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Early British Midwives 
by LOIS BEAULAH, S.RN., S.C.M., M.T.D., Principal, 
Midwife Teachers Training College, High Coombe, Kingston Hill, Surrey. 


HE English word ‘ midwife’ is derived from the 

Saxon ‘ midwif’, meaning ‘with woman’. This 

title has been in common use for some centuries, and 

is the one that appears in the authorized version of 
the Bible, printed in 1611. Attempts to introduce a more 
modern name have been resisted by the midwives, who see 
their title as apt and descriptive of the person caring for 
the pregnant, parturient and puerperal woman. 

There are few records of the work of British midwives 
in the past, but the names of several who attended at royal 
births have come down through the centuries. These 
include Margaret Cobbe, who delivered Elizabeth, wife of 
Edward IV, when Edward V was: born in 1470; for her 
attendance this lady received £10, a bonnet and a frontlet; 
Alice Dennis, who looked after Anne, wife of James I, at 
her confinement in 1605, and ‘ for her pains and attendance 
upon the Queen’, received £100; and Mrs. Labany, who 
received £500 when in 1687 she delivered Queen Mary, wife 
of James II, of a premature son, who in later years became 
known as ‘ The Old Pretender’. The story goes that this 
high fee was, in fact, ‘hush money’, and that the baby 
declared as the Royal Prince had been smuggled into the 
Queen’s bed in a warming pan ! 


Licensing of Midwives by the Bishops 


The compulsory training of the midwife in Great Britain 
is of comparatively recent date, but various attempts to 
improve the obstetric education and to give State recognition 
to midwives have emerged from time to time. Although, 
before this century, any woman with no training at all 
could practise as a midwife, it is unlikely that many were 
without some form of apprenticeship. It was usual for the 
art to be learnt by a young woman working with her mother, 
aunt, or other older female re- 
lative. Modesty forbade the 
writing of any books on mid- 
wifery in English, so even if 
,midwives were able to read and 
write, they could not study from 
books unless they were able to 
read Latin. 

In the 16th and 17th cen- 
turies midwives were licensed by 
the. bishops. This was primarily 
to ensure that a correct form of 
baptism was used when a mid- 
wife baptised a baby in an emer- 
gency; and also to forbid, in 
the name of the Church, the 
superstitions and incantations 
beloved by some of thé midwives. 
The applicant for a licence was 
sponsored by ladies who had been 
nursed by her, and to whom she 
was well known; rather as today 
a patient might put in a good 
word for the pupil midwife who 
had attended her, but nowadays 
with no influence towards the 
qualifying certificate. The Bis- 
hop’s licence allowed for practice 
within the diocese of that 
Bishop’s jurisdiction only, but 
as people did not travel widely 
this was probably satisfactory. 
One further important thing was 
assured, only respectable women 
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An illuminated MS from the famous Pierpont Morgan 
Collection shows a13th century midwife leaning on the bed 
giving advice to the mother holding the newborn. 
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of good character were accepted by the bishops as licensees. 

The midwife who obtained a licence from the bishop 
took an oath, of which there seem to be various forms. One, 
dated 1567, runs as follows: 


““T Eleanor Pead, admitted to the office and occupation of a 
midwife, will faithfully and diligently exercise the said office accordi 
to such cunning and knowledge as God hath given me, and that 
will be ready to help and aid as well poor as rich women being in 
labour and travail of child. Also I will not permit or suffer that any 
woman being in labour or travail shall name any other to be the 
father of her child, than only he who is the right and true father 
thereof; and that I will not suffer any other body's child to be set, 
brought, or laid before any woman delivered of child in place of her 
natural child, so far forth as I can know and understand, Also J 
will not use any kind of sorcery or incantation in the time of travail 
of any woman; and that I will not destroy the child born of any 
woman, nor cut, nor pull off the head thereof, or suffer it to be hurt 
or dismembered by any manner or means.” 


A later form of instruction from the Bishop to the 
midwife reads : 


“If any child be dead-born, you yourself shall see it buried in 
such secret place as neither dog nor hog nor any other beast may come 
upon it... . You shall not make or assign any deputy or deputies 
to exercise or occupy under you in your absence the office or room of 
a midwife, but such as you shall perfectly know to be of right honest 
and discreet behaviour, and also apt and able, and having sufficient 
knowledge and experience to exercise the said room and office.” 


This last paragraph had an echo in the Midwives Act 
of 1902, when the midwife was forbidden to allow an 
unqualified person to act as her deputy. 

The licence the midwife received was phrased in very 
fine language, which seems much more impressive than the 
prosaic wording of the modern certificate. Here is an 
example of such a licence of 1738 : 


“Joseph, by Divine Permission, 
Bishop of Rochester, to our well 
beloved in Christ Elizabeth Chapman 
of the parish of St. Warburg, otherwise 
Hoo, in the county of Kent, and our 
diocese of Rochester, send Greeting 
in our Lord Everlasting. Whereas 
ee we understand by good testimony and 
: credible certificates that you the said 
Elizabeth Chapman are apt and able, 
cunning and expert, to use and exercise 
the office, business and function of a 
midwife, we therefore by our Power 
Ordinary and Episcopal, do admit 
and give you power to use and exercise 
the said office, business and function 
of a midwife in and through our 
Diocese and Jurisdiction of Rochester, 
with the best care and diligence ‘you 
may or can in this behalf, indifferently 
both to poor and rich, as also to per- 
form and accomplish all things about 
the same, according to your oath 
thereupon given you upon the Holy 
Evangelists, as far as God will give 
you Grace and enable you. In witness 
whereof we have caused the Seal of 
our Chancellor to be affixed to these 
presents this Twenty first day of July 
in the year of our Lord, one thousan 
seven hundred and thirty eight, and 
in the seventh year of our Trans- 
lation.” 


The amount of attention 
given to the issue of the mid- 
wives’ licences seems to have 
dwindled as time went on and 
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irregularities of practice increased. In 1616 Peter Chamberlen 
II petitioned King James I ‘that some order may be settled 
by the State for the instruction and civil government of 
midwives ’, but this came to nothing. 


Later attempts to regulate Midwifery Practice 


In June 1687 a midwife named Mrs. Elizabeth Cellier 
petitioned King James II for a scheme for training midwives. 
This was again rejected, perhaps because it was so blatantly 
arranged to the author’s financial advantage! Two further 
schemes in the next two centuries were both still-born. In 
the 18th century there was a suggestion that the 
College of Physicians should examine and license 
all midwives in the London area; in 1813 the 
Society of Apothecaries sought to introduce 
a midwives bill into Parliament. 

The first success towards some 
organized training came in 1872 when 4 
the London Obstetrical Society was # , 
formed and instituted a voluntary 
examination for midwives. In the 
first year, five candidates sat for 
this examination! Though it had 
no State recognition, this exami- 
nation was important in that it 
paved the way for the compul- 
sory training and examination of 
midwives which became law in 
1902. 

In 1881 the Midwives Insti- 
tute, now the Royal College of Mid- 
wives, was founded, largely due to 
the efforts of such pioneer midwives 
as Rosalind Paget. The Institute 
worked enthusiastically to sponsor the 
various bills which were presented to Par- 
liament from 1890 onwards, until success was 
achieved in 1902 with the passing of the first 
Midwives Act. 





torial records 
Organization and Education 
of the Midwife 


Of the social status of the rank and file 
of midwives of the past little is known. Those 
of the 17th century appear to have been well 
educated, full of initiative and, in modern phraseology, 
‘well organized ’. Following the failure of Peter Chamberlen’s 
petition for the ‘ civil government of midwives ’, the London 
midwives presented a humble petition to the Privy Council, 
and later to the College of Physicians “that the said 
midwives be incorporated into a society ”. 

A surprising event took place in the time of the Civil 
War, when travel and communication must have been very 
difficult, and relatively few people could read and write. 
The midwives presented a document to Parliament which 
was called ‘The Midwives Complaint’. This is now in the 
British Museum; it is dated September 22, 1646, and reads 
as follows: 


_, ' Humbly showing that whereas many miseries doe ‘attend upon 
civil war, we were formerly well paid and highly respected in our 
parishes for our great skill and midnight industry; but now our art 
doth fail us, and little gettings have we in this age, barren of all 
natural joyes, and only fruitful in bloody calamities. We desire, 
therefore, for the better propagation of our owne benefit, and the 
general good of all women, wives may no longer spare their husbands 
to be devoured by the sword. We have with much horror and astonish- 
ment heard of Kenton Bataille, the Batailles of Newbury, Marston- 
more and Naseby, wherein many worthy members and men of great 
ability were lost to the number of many thousands, which doth he us 
humbly to complain that blood may not hereafter be shed in such 
manner, for many men, hopeful to have begot a race of soldiers, were 
there killed on a sudden before they had performed anything to the 
benefit of midwives.” 


The Emergence of the Man-Midwife 


With the Chamberlen family, Huguenot refugees from 
the Continent, came the obstetric forceps: The use of these 













One of the earliest British pic- 


shows an 11th century midwife 
(seated) with her helper bathing 
the newborn, (An 11th century 
MS in the collection of the 
British Museum.) 






947 





instruments was kept a family secret for many years. This 
family of doctors, many of whom were male midwives, 
stayed in this country from 1569 to 1699, and their ability 
to deliver women, when others had failed, by making use 
of ‘ their secret ’, popularized the male midwife, and lessened 
the credit of the midwife who could not achieve so speedy 
a delivery. 

William Smellie, ‘the master of British midwifery ’, 
came to London in the middle of the 18th century, and was 
soon teaching hundreds of would-be male midwives. (In 
passing it should be noted that many women were numbered 
amongst Smellie’s pupils.) The jealousy of the practising 
women midwives was aroused by the success and 

popularity of Smellie’s teaching. A profession, 

hitherto the prerogative of women, was in 
danger of becoming a lucrative sphere of 
work for men. Thus began a time of 
bitterness between the men and women 
practising midwifery. Mrs. Elizabeth 
Nihell, who after gaining experience 
in the Hétel Dieu in Paris prac- 
tised in the Haymarket, London, 
opened the attack on the men 
midwives. She did everything 
that criticism, mockery and 
gossip could do to hinder the 
work of Smellie and his pupils. 
She wrote of Smellie, “ the deli- 
cate fist of a great horse-god- 
mother of a he-midwife, however 
softened his figure might be by 
his pocket nightgown being of 
flowered calicao, or his cap of office 
tied with pink and silver ribbon.”’ 
It is probable that by her bitterness 
Mrs. Nihell did much to hinder the cause 
of the woman midwife. 
From the time of the rise of the men 
midwives, the calibre of the women entrants 
to the profession went down. By the end of 
the 19th century many British midwives were 
ignorant and uneducated women. Though 
the picture of Sairey Gamp in Charles Dickens’ 
story is probably exaggerated, there must 
have been some basis for the depiction of a 
character which has done harm to the 
profession ever since Martin Chuzzlewit 
was published in 1844. 





















































on midwifery 


Midwives’ Textbooks 


As far as is known, not many midwifery books were 
published in this country until after the male midwife had 
really obtained a foothold in the profession in the 18th century. 
The earliest known book on this subject was The Byrthe of 
Mankind. which was translated into English by Thomas 
Raynalde from the. German of Rosslyn and then entitled 
Rosengarten. This book, which was in vogue for 100 years, 
is said to have been read aloud to the company assembled 
for a confinement! The writings of Louise Bourgeois, the 
famous Parisian midwife of the late 16th and early 17th 
centuries appeared in English translations after her death. 

In the middle of the 17th century Nicholas Culpeper 
published a Directory for Midwives. This book was immensely 
popular, possibly due to the author’s flattery of the midwives 
whom he addresses at the outset in these words : 


“* Worthy Matrons—you are of the number of those whom my 
soul loveth, and of whom I make daily mention in my prayers. If you 
please to make experience of my rules, they are very plain and easie 
enough, neither are they so many that they will burden your brain, 
nor so few that they will be insufficient for your necessity. If you 
make use of them, you will find your work easie, you need not call 
for the help of a man-midwife, which is a disparagement not only to 
‘yourselves, but also to your profession.” 


This book was written by a man with no clinical, and 
little theoretical knowledge, and was full of inaccuracies. 

These books were followed by works written by authors 
who knew something* of obstetrics. In 1671 William Sermon 
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wrote The Ladies Companion cy the English Midwife. Of 
the midwife he writes : 

“As concerning their persons, they must be neither too ‘young nor 
too old, but of an indifferent age, between both; well composed, not 
being subject to diseases, nor deformed in any part of their body. 
Comely and neat in their apparell; their hands small and fingers 
long, not thick, but clean, their nails pared very close; they ought to 
be very cheerful, pleasant, and of a good discourse . . . As concerning 
their minds, they must be wise and discreet, able to flatter and speak 
many fair words, to no other end but only to deceive the apprehensive 
woman, which is a comendable deceipte, and allowed, when it is done, 
for the good of the person in distress.”’ 

Also in 1671 appeared the first book written by an 
English midwife. This was The Midwives Book, or the whole 
art of midwifery discovered, by Mrs. Jane Sharp. William 
Harvey, world-famous physician and discoverer of the 
circulation of the blood, wrote of the midwives of his 
day: ‘‘... The younger, more giddy, and officious mid- 
wives, who mightily bestirre themselves and provoke the 
expulsive faculty, and who, persuading poor women to 
their three-legged stool before the time, do weary them out 
and bring them in danger of their lives.”” Percival Willughby, 
a friend and disciple of Harvey, wrote The Country Midwife’s 
Opusculum, from which comes the following well-known 
quotation : 

“ The midwife’s duty in a natural birth is no more but to attend 
and wait on Nature, and to receive the child, and (if need require) 
to help to fetch the after birth, and her best care will be to see that the 
woman and child be decently and fittingly ordered with necessary 
conveniences. Let midwives remember that they be Nature's Servants. 
Let them always remember that gentle proceedings (with moderate 
warm-keeping, and having their endeavours dulcified with sweet 
words) will best ease and relieve and soonest deliver the suffering 
woman.” 


Evolution of the Modern Midwife 


The apprentice system was the accepted means of 
training midwives in this country for many centuries, and 
until after the First World 
War few women were delivered 
outside their own homes. In 
1739 Sir Richard Manningham 
opened a ward for lying - in 
women in London, and in the 
same century several famous 
maternity hospitals were founded, 
notably, Queen Charlotte’s, The 
City of London, and _ The 
General Lying-in. In_ these 
hospitals some training was 
given to the midwife pupils, 
but it was all of an entirely 
unregulated nature. 


First Midwives Act 


In 1902 came the passing 
of the first Midwives Act and 
the inception of the Central 
Midwives Board. This body, 
then as now, consists of repre- 
sentatives of both the midwifery 
and medical professions, who 
appear to work happily together, 
and so exemplify the healing 
of the breach between the 
men and women midwives. 
From its inauguration the Board 
has been responsible for making 
rules for the proper training 
of midwives, and for _hold- 
ing examinations. The training 
prescribed was at first very 
short, being only three months. 
This was extended in the 
passing years to four, then 
six months, and now stands 
at one year for the trained 
nurse, and two years for those 


In ENGLAND TODAY. A domiciliary midwife wear- 
ing the grey and blue uniform of a state-certified midwife. 
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who are not State-registered nurses. 

The financial reward of the midwives trained in the 
early part of the century was meagre. Most practised 
independently and charged very little for their services, 
and often they were never paid. The Midwives Act of 1936 
instituted a domiciliary service of midwifery and maternity 
nursing, and all midwives who took part in it found some 
security as they became either directly, or indirectly, the 
paid employees of the local authorities. During the Second 
World War the Rushcliffe Committee, and after the war 
the Whitley Council, considered the salaries of all midwives, 
and brought them into line with those of other professional 
women. This means of negotiating salaries remains in 
permanent operation. 

In the late twenties of this century senior midwives 
began to train as midwife-teachers, thus preparing themselves 
for positions of responsibility in the midwifery training 
schools that by this time were to be found in all parts of 
the country. The Central Midwives Board granted a 
certificate for midwife teachers in 1930; the training for the 
examination, now that for the Midwife Teachers Diploma, 
can be taken in part-time courses, or in a full-time 
residential course. 


Member of the Health Team 


The British midwife of today has had a sound and 
thorough training in both hospital and domiciliary work. 
She receives adequate remuneration, and has a wide choice 
of work open to her on qualification. Very important among 
the changes brought by the years is the conception of the 
midwife as part of the health team. No longer is she 
‘ participating in the secrets of birth’ alone, and no longer 
is she jealous of anyone else coming to the aid of the mother 
or child. The obstetric consultant, the general practitioner, 
the district nurse, the health visitor, the home help, are 
all colleagues of the midwife today, whether she be working 
in hospital maternity unit or in the domiciliary services. 

Such is a brief outline of the 
midwifery in this country over 
the years. A history showing 
at times courage, initiative, 
integrity and independence; at 
other times ignorance, stupid 
obstinacy and jealousy on the 
part of the midwives. It is to 
the future generations to ensure 
that the good of the past is 
maintained and developed. 


The Future? 


It is inherent in the tradition of 
British midwifery that it should 
be an independent profession. 
Today this independence is chal- 
lenged, and the midwife is in 
danger of becoming an obstetric 
nurse or assistant. Such changes 
creep into a profession so insi- 
diously that they tend to go 
unnoticed by those who should 
be most concerned —the rank 
and file of practising midwives. 
It is up to them to watch that 
they do not lose the heritage so 
dearly won by the pioneer mid- 
wives of the past. The Working 
Party on Midwifery which pub- 
lished its Report in 1948 stated: 
‘She (the midwife) should be 
the practitioner of normal mid- 
wifery; the expert in normal 
child-bearing in all its aspects.” 

This statement must not 
be allowed to become one 
more pious hope which withers 
unfulfilled. 
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Posterior Positions of the Occiput” 





by A. M. DICKINS, M.D., M.R.C.O.G., Obstetrician and Gynaecologist, 
King Edward Memorial Hospital, Ealing. 


HIS may sound one of the less interesting and 

dramatic aspects of midwifery, and indeed there is 

nothing very new to report in the management of 

cases of posterior positions of the occiput. There is, 
however, potential disaster in this condition: difficult 
instrumental deliveries, severe lacerations, damage or death 
to the baby, contraction ring, postpartum haemorrhage, are 
still not unknown. The majority of cases end normally 
without interference, but constant vigilance is necessary 
in case some unfavourable factor should develop. 


Diagnosis in Late Pregnancy 


The following signs indicate the possibility of this 
position: 

(i) a high head:after 36 weeks’ gestation in a primigravida. 

(ii) suprapubic flattening of the abdomen if the head 
is engaged; 

(ili) difficulty in feeling the back—if it is easily felt 
it is usually only lateral and not truly posterior; 

(iv) the sensation of ‘too many limbs’ because they 
are felt on both sides of the midline. 

There are many more signs, but these are the most 
easily elicited. Is there any object in diagnosis at this 
time? After all there is little we can do to alter the position. 
Most teachers no longer advocate Buist’s pads, as they are 
of doubtful usefulness and only worry the patient. The 
patient may be told that the baby might be a little late 
coming, and that labour may begin by rupture of the 
membranes. The most important precaution, however, is 
a careful assessment of cephalo-pelvic relationship at 38 or 
39 weeks. A head negotiating the pelvis with the occiput 
originally posterior will need more room for manoeuvre 
than the well-flexed head with the occiput anterior through- 
out. With a multipara the history of previous labours with 
the weights of the babies will be a most useful guide, but in 
a primigravida if the stature of the patient is small, or the 
result of the head-fitting tests inconclusive, it is as well 
to refer the patient to an obstetrician for digital assessment 
of the pelvis. If he is still uncertain an X-ray pelvimetry 
will help. If doubt of pelvic adequacy is then felt hospital 
confinement should be arranged. 


Diagnosis in Labour 


The history of the labour (with, perhaps, premature 
rupture of the membranes and poor contractions in unfavour- 
able cases) together with abdominal examination as in 
pregnancy, will suggest the diagnosis, and now vaginal 
examination can confirm it and give added information 
wey unfavourable extension, or favourable flexion of the 
ead. 


The Possible Courses of Labour 


1. By far the commonest course of labour is the long 
rotation of the occiput to the anterior position. This may 
take place surprisingly quickly, or very slowly, and will 
usually end in spontaneous delivery (or possible forceps 
extraction for fatigue). 

2. Short rotation of the occiput into the hollow of the 
sacrum may allow a spontaneous delivery in this position, 
particularly in multiparae. It is this mode of delivery, 
however, which is associated with severe tears (or, one hopes, 
a large episiotomy). Or there may be sufficient delay to 
necessitate a forceps delivery. 

3. Partial rotation to the lateral position of the occiput 


* Abstract of a lecture given at a Kent County Council post- 
certificate course for midwives, at County Hall, Maidstone. 





resulting in deep transverse arrest of the head needs forceps 
delivery after rotation of the head. 

Here it is necessary to digress to discuss the present 
concept of ‘ deep transverse arrest ’. 

Mr. Bryan Williams of Middlesbrough has recently (in 
an excellent article in The Lancet) urged us to separate 
transverse arrest of the head from persistent occipito- 
posterior positions. It has been established for some time 
now that the head often enters the brim in the transverse 
position. The occiput is neither anterior nor posterior. 
The term occipito-lateral is more and more commonly used. 
The majority of these rotate to occipito-anterior deep in the 
pelvic cavity, but some, due to poor contractions or a minor 
degree of mid-pelvic narrowing, never reach the pelvic 
floor, and remain in the condition of deep transverse arrest. 
No doubt some cases of transverse arrest result from partial 
rotation from the occipito-posterior position, as in the 
traditional view, but probably more arise as Mr, Williams 
has described. 


What Determines the Outcome ? 


Flexion is the necessity for the common favourable 
result, so that small diameters of the head are passing 
through the pelvis, and so that the occiput may reach the 
pelvic floor first. This depends on good contractions (which 
may desert the patient) and on various pelvic factors. Thus 
an android pelvis with shallow hind-pelvis and prominent 
spines may hold up the occiput and allow extensions to 
take place. 

Another type of pelvis preventing forward rotation 
of the occiput is the anthropoid, because of its relatively 
narrow transverse diameters. This pelvis is fortunately 
often large and favours easy delivery in the ‘ face to pubis’ 
position. A generally contracted pelvis may not allow 
room for large diameters of the head to rotate. 

A very small head in a large pelvis with a relaxed 
pelvic floor (for instance the second of twins) may have no 
impulse to rotate, but this is no disadvantage. The large, 
particularly the postmature, head on the other hand may 
become arrested at any point and cause trouble. 

Delivery of the head with the occiput still posterior 
involves the long occipito-frontal diameter passing the 
outlet. If the antero-posterior diameter of the bony outlet 
is short, the subpubic angle narrow, or the perineum rigid, 
spontaneous delivery in this position may be impossible, or 
may necessitate a large episiotomy or extensive lacerations. 


Management: First Stage 


The management of the first stage is that of any prolonged 
first stage. It therefore involves occupation, company and 
encouragement, suitable nourishment, careful choice and 
timing of analgesics, and attention to the bladder. 

Constant vigilance is necessary to recognize foetal or 
maternal distress, or lack of progress. Foetal distress is 
more common than when the occiput is anterior, because 
prolonged drainage of liquor may interfere with the placental 
circulation by compressing the placental site against the 
foetus, and may allow intra-uterine infection. A common and 
wise precaution is to give prophylactic penicillin and 
sulphonamides when the membranes have been ruptured 
for 24 hours. Prolapse of the cord is another occasional 
accident where the head does not fit the pelvis. 

Maternal distress may result from pain, anxiety, and 
sleeplessness. Dehydration from an inadequate fluid intake 
and vomiting will aggravate it. The objective distress is 
shown by a rise in’temperature and pulse, and perhaps of 
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respirations and blood pressure also. Distension of the 
colon round the aterus,. particularly on the left side, is often 
a sign of a labour that has gone on long enough. #. 

The progress of the head and its flexion should be 
observed mainly by abdominal palpation, and the dilatation 
and condition of the cervix by occasional rectal examinations. 
When in doubt a well-timed vaginal examination will give 
a wealth of information about caput formation, moulding, 
dilatation and consistency of the cervix, the level which 
the head has reached, and its rotation. Such an examination 
should not be unduly delayed, and it is a good routine 
measure to perform it 24 hours after the onset of labour, 
when it will be invaluable in deciding the further conduct 
of the case. 

Foetal distress, maternal distress, or lack of adequate 
progress in the first stage may necessitate a caesarean 
section. In this often difficult decision an obstetrician can 
be much helped by the observations of the midwife, and 
still-births and maternal exhaustion thus prevented. 


The Second Stage 


Time must be allowed for rotation and if the first stage 
has been well-managed the patient will be in good condition 
to co-operate with her expulsive efforts in the second stage. 
She should have received inhalation analgesia at the end of 
the first stage rather than further pethidine or morphia. 

If the baby is spontaneously delivered ‘face to pubis’ 
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an episiotomy will probably be necessary. 

A forceps delivery may be indicated for maternal or 
foetal distress or undue delay. This may involve « pre. 
liminary manual or forceps rotation, and much help may be 
given to the obstetrician by rotation of the anterior shoul 
from above. If the head is low and still in the posterior 
position it may be delivered without rotation. 

If the delivery is unduly difficult, a contraction ring 
may be suspected, and an inhalation of amyl nitrite under 
the anaesthetic mask will nearly always relax it. 

Preparations should be made for the resuscitation of a 
shocked baby. 


The Third Stage 


After any long labour, particularly when completed 
under anaesthesia, there is an increased risk of postpartum 
haemorrhage. I:rsuch cases the routine use of intravenous 
ergometrine, 0.25 mg., as the anterior shoulder is being 
born, saves much anxiety and blood. 


* * ae 


Having given due consideration to all these potential 
complications which may tax to the utmost the patience 
and fortitude of the patient, relatives, midwife and obstetri- 
cian, we may now console ourselves by remembering that 
85-90 per cent. of cases give little trouble, and even the 
residue, treated with care and skill, should end happily. 


OF THE MIDWIFE 


From the Report of the Ministry of Health (1952), Part II, on the State 
of the Public Health’ 


S 1952 was the jubilee year of the Central Midwives 
Board it is timely to look back and compare the 
conditions of midwifery then and now. Several 
important steps have had to be taken since Dr. Farr’s 

investigation into infant mortality in 1869, which revealed 
“the incompetence ‘and ignorance of a large number of 
midwives then in practice”’. The next step was the institu- 
tion in 1872 by the London ‘Obstetric Society of a voluntary 
examination and certificate to the efféct that the successful 
candidate was ‘“‘a woman competent to attend natural 
labours’. This was followed by the formation in 1881 of 
the Midwives’ Institute (which has since become the Royal 
College of Midwives) whose aim was “‘ to raise the efficiency 
and to improve the status of the midwife”, and in 1866 
by the appointment of Miss Rosalind Paget, herself a trained 
nurse and midwife recognized by the London Obstetric 
Society, as its first treasurer. In 1890, the Institute 
promoted the first Midwives Bill which, unfortunately, was 
blocked at the third reading. During the next decade seven 
other Private Members’ Bills on the subject met with similar 
fates but Sir Francis Champneys, Bt., M.A., M.D., F.R.C.P., 
who had been Chairman of the Board of the London Obstetric 
Society since 1890, finally persuaded the Government to 
sponsor the Bill and in 1902 the first Midwives Act reached 
the Statute Book. 

The passing of the Act was the crowning achievement of 
long years of arduous and personal effort on the part of 
certain individuals, notably Sir Francis Champneys and 
Miss Rosalind Pagét. The Act of 1902 was broad in scope 
and provided not only for the training and examination of 
those wishing to become midwives, but also for the central 
supervision of midwives already in practice. To put this 
‘into ‘operation without any temporary reduction in the 
service to the patient was a difficult administrative task. 
The first chairman of the newly formed Central Midwives 
Board was Sir Francis Champneys and it was due to his 
guidance and practical'common sense that the Board was 
able to lay down its policy. These early years were not easy 

* The Annual Report of the Chief Medical Officer, Ministry of 
Health, for the year 1952, Part I I (H.M. Stationery Office, 6s. 6d.). 
Reproduced by permission of the Controller of H.M. Sumer 
Office. 





ones as there was considerable opposition from many in the 
medical profession. 

In addition to controlling the conduct of the midwife, 
the Board is responsible for the training, examination and 
registration of all midwives. Every midwifery training 
school is required to reach and maintain a standard approved 
by the Board who employ full-time educational supervisors. 
The Rules are kept under constant review and the training 
requirements are extended to meet modern conditions. 

At first the Rules had to be extremely strict and detailed 
and much of the Board’s time was taken up with hearing 
penal cases of alleged infringements; nowadays penal cases 
are few and the Rules have developed—to quote from the 
Working Party Report on Midwives, 1948, into “ positive 
statements of general principles of good and ethical practice ”. 

In 1905 the Midwives’ Roll was opened and all practising 
midwives, trained and untrained, were required to register; 
after 1910 penalties were imposed on a midwife not on the 
Roll who practised “‘ habitually and for gain ”’. 

The first report of the Board in 1904 showed that of 
22,308 midwives entitled to be registered within two years 
from the date the 1902 Act came into operation, 12,521 were 
admitted to the Roll by virtue of practical experience as 
midwives, and 9,787 had been trained. The last of these 
bona fide midwives retired from practice in 1947. Every 
midwife intending to practise is still required to notify her 
intention annually to the local health authority. 

The Central Midwives’ Board has performed its functions 
generously and with vision. Today it maintains very good 
relations with the Royal College of Midwives, and it has also 
won the respect of the Royal College of Obstetricians and 
Gynaecologists. 

Just as the‘ reduction ofthe neonatal mortality rate 
was the primary object.of the campaign in 1869,'so‘in 1928 
the high maternal mortality rate gave impetus to-a review 
of the service and aimed at establishing better professional 
conditions in order to improve recruitment to it. In 1929 
the Minister of Health appointed a Departmental Committee 
on Maternal Mortality and:Morbidity which reported on the 
working of the Midwives’ Acts, 1902-26, with particular 
reference to the training of midwives and the conditions 
under which they were employed, and many of the conclusions 
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of that committee were embodied in the Midwives’ Act, 1936. 
The effects of that Act were to place upon each of the local 
supervising authorities the duty of providing an adequate 
midwifery service with statutory regulations governing the 
appointment of medical and non-medical supervisors of 
midwives and to bring full-time salaried posts within reach 
of the midwife. Most midwives elected to join the service; 
compensation was offered to retiring midwives and only a 
few remained in private practice. In this way uniformity 
of service was assured. The National Health Service Act, 
1946, continued the Regulations governing the practice of 
midwifery but transferred to local health authorities the 
functions of local supervising authorities. __ 

Today the profession of midwife is firmly established. 
The non-medical supervisors of the 1936 Act have done 
valuable work in encouraging a high standard of antenatal 
care and in training older midwives in modern aseptic 
techniques. ‘Now that the training covers a wider field, the 
midwife can accept more responsibility than her predecessors ; 
she undertakes fewer cases but she is required to make more 
detailed examinations and to possess some knowledge of 
public health and other social services. In some areas she 
conducts her own clinics and she may be responsible, in 
whole or in part, for health teaching during pregnancy. 
Increasingly the understanding of the mother’s psychological 
needs are being considered and many local health authorities 
have started classes in relaxation and preparation for labour. 

The midwife works with better equipment than ever 
before. Sterilized maternity outfits are supplied for her 
use and she is trained in the use of and carries analgesia 
apparatus, hypnotic and oxytocic drugs, a sphygmomano- 
meter and a binaural stethoscope. The old gladstone bags 
have been superseded by aluminium cases, some of which 
are so fashioned that the outer cover is a sterilizer large 
enough to take obstetric forceps. 

Most local health authorities either grant their midwives 
car allowances or assist them with transport, and many new 
housing estates include a midwife’s house in their plans. 

The Midwife Teachers’ Training College at Kingston-on- 
Thames is doing valuable work by enabling experienced 
midwives prepared to become teachers in their specialty 
to take the full-time advanced course in a college atmosphere. 
The Midwife Teachers Diploma received statutory recognition 
in the 1936 Act. Between then and now a number of 
universities and maternity hospitals have given special 
courses of instruction for the certificates, but it is only since 
1950 that the resident course has been available at Kingston. 

Midwifery is still both a science and an art. The midwife 
of today learns in her training what her counterpart of 
50 years ago had to pick up in her field of experience. The 
fear of loss of status which was the immediate reaction of the 
midwife to the 1946 N.H.S. Act has largely been resolved. 
Most general practitioners continue to rely on midwives, 
and the midwife today, whether practising on the district 
or in hospital, is the acknowledged expert for normal 
confinements, and she is a useful member of the ‘ flying 
squad’ team for emergencies. She has an assured place in 
the public health field and enjoys conditions of service 
comparable with other government and hospital officers. 
The latest figures show that midwives are responsible for 
98 per cent. of the total number of deliveries in the country, 
for 75 per cent. as midwives with sole responsibility and for 
23 per cent. as maternity nurses working with doctors. 


PENICILLIN AND SYPHILIS: WHO SURVEY 


YPHILIS continues to be a serious problem in many 
countries and there are still about 20 million syphilitics 
in the world. This is stated as the result of a large-scale 
survey in 55. countries carried out by!) WHO: Penicillin is 


onsidered ‘as a fully effective, non-toxic and relatively 
inexpensive remedy. The development of the so-called . 


‘repository’ penicillin preparations has permitted the 
penicillin to be retained in the body long enough to enable 
it to kill the treponomes, thus making it possible to reduce 
the treatment of early syphilis cases to one or a few injections 
administered at intervals. The issue of Bulletin of the 
World Health Organization (Vol. 10, No. 4) is devoted 
entirely to this. question. | 








! Having A Baby 


—by J. F. Robinson, M.B., Ch.B. (E. and S. Livingstone 
Limited, 16 and 17, Teviot Place, Edinburgh, 6s. 6d.) 

Yet another book on childbirth is added to the publica- 
tions written for parents-to-be. Dr. Robinson has written 
this little book with imagination and skill, and has:managed 
to answer questions which occur to expectant mothers in a 
way which leads one to suspect that he has had long 
experience and contact with their problems. Dr. Robinson 
prefaces his text by saying that he sets out to give the plain 
facts of married life; he does in fact-cover aspects of sex 
especially in relation to pregnancy and childbirth. In this 
respect it is fuller than some similar beoks on the subject, and 
includes chapters on contraceptive methods and on sterility, 
which are models of simplicity and clarity. The author avoids 
technical terms whenever possible, and I am sure that his 
explanations of pregnancy and labour will be readily under- 
stood by the most inexperienced. Twenty-thfee excellent 
illustrations enhance the value of this book which nurses and 
midwives may recommend with confidence. 

¥5 0, S.R-N:,'S.C.M., 
Diploma in Nursing, University of London. 


Textbook of Obstetrics and Obstetric Nursing 


—by Mae M. Bookmiller, R.N., and George Loveridge Bowen, 
A.B., M.D. (W. B. Saunders and Company, Limited, 7, 
Grape Street, London, W.C.2, 27s. 6d.) 

As the-title suggests this is a book intended for the 
obstetric nurse rather than the midwife, but it contains much 
that will be of interest to both. The first section, giving the 
history of obstetric care, with illustrations of the men and 
women from Hippocrates to Florence Nightingale, and a brief 
summary of their pioneer work which contributes so much to 
the practice of medicine and nursing and therefore to safer 
obstetrics, will be of equal interest to midwife or nurse. 

A short account, is given of the early obstetric service in 
New York—the opening of the first lying-in hospital in 1799 
at Bellevue; it is recorded that in 1873 the first training school 
for nurses based on the Nightingale system was established 
in that hospital. 

Many statistics and tables are given.showing the present 
maternal mortality rate, the birth-rate and the neonatal 
death-rate in America. They show the trend in recent years, 
from home confinements to hospital deliveries; in 1935 only 
37 per cent. of live births took place in hospital, while in 1950 
out of a total of 3,554,149 live births no less than 88 per cent. 
were in hospital where it is assumed all deliveries are under- 
taken by physicians. An interesting graph (Fig. 26) shows 
the percentage distribution of live births by: persons in 
attendance in the United States during the-years 1935-1949; it 
is pointed out that only a small fraction were attended by 
midwives. i 

_aLhe disadvantages of domiciliary deliveries in the United 
States are discussed. One reason, which is also familiar in this 
country, is lack of space: it is said that so many couples live 
with their in-laws. A rather strange reason for a hospital 
confinement is that ‘‘some patients feel that a hospital 
confinement is a sort of excursion away from home.”’ Other 
reasons are that few training facilities exist for the nurse to 
learn home care—she therefore has no experience, and is 
disinclined to undertake the additional responsibility in- 
cumbent upon her in the home,! while the hospital facilities 
are more efficient and convenient for the patient,and_ the 
physician. f 

That the trend to enter hospital for delivery has imposed 
too great a load on the delivery room facilities and on the 
nurseries is suggested by the occasional epidemics of puerperal 
infection and infant diarrhoea which occur. 

A formidable list of standards and recommendations for 
maternity hospitals, 84 in number, drawn up by the depart- 
ment of health of New York City in 1953, are given in full. 
Midwives from this country who contemplate a tour in the 
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States to study obstetric care will find this section interesting 
as it gives the ratio of staff to patients and covers every 
aspect of patient care. : 

The sections on human reproduction, nutrition, nursing 
in the puerperium, and puerperal infections are very com- 
prehensive, and the text is illustrated with many beautiful 
drawings by Dr. Frank Netter, and by some excellent 
photographs. The importance of teaching parentcraft, and 
the work of Dr. Grantly Dick Read and Helen Heardman in 
teaching relaxation in preparation for childbirth, are referred 
to. Professor H. Bakwin, M.D., has contributed an interest- 
ing section on paediatrics, with an interesting reference to 
impetigo as one of the most common infections of the new- 
born; he points out that although it is extremely contagious 
the method of transmission is not clear and describes various 
preventive measures, and methods of treatment—one which 
Professor Bakwin has found very effective is to expose the 
uncovered lesion to warmed air, in a tent placed over the crib. 

The book is very well produced. A considerable biblio- 
graphy and self-evaluation examination questions end each 


chapter and an extensive glossary is included. 
M. W. S., S.R.N., S.C.M. 


Breast Feedin J 


—by Winifred Coppard, M.R.C.S., L.R.C.P. (Family Health 
Publications, Maurice Craig House, 39, Queen Anne Street, 
London, W.1, 1s. 3d.) 

The Parent Guidance series produces first - class 
leaflets for the young mother in excellent print with delightful 
little line drawings on almost every page. There is not room 
for a great deal of detailed information, but what is said is 
said clearly, pleasantly and sensibly. It should help to keep 
mother and baby a happy couple, working in unison. Feeding 
on demand is recommended, with the assumption that the 
demand will soon come at regular hours. This of course is a 
controversial point; but in present day nursing conditions 
very few babies could possibly be allowed to cry till the clock 


says they may feed. 
D. R. C., M.B., B.S. 


Gas and Air Analgesia in Midwifery 


—(second edition), by G. H. T. Stovin, M.R.C.S., L.R.C.P., 
D.A. (Staples Press Limited, Mandeville Place, London, 
W.1, 70s. 6d.) 

Since the first edition of this book in 1945, certain 
changes have occurred in,.the apparatus used and in the 
method of administration, and the curriculum of training has 
been expanded. This edition covers the various points and 
should prove useful to pupil midwives preparing for the 
examination and helpful to the practising midwife in bringing 
her knowledge up to date. 

The book contains a brief general and historical survey 
of the care given to the parturient woman through the ages, 
according to the degree of civilization achieved, leading up to 
Dr. Minnitt and the production of the first gas and air 
apparatus for the use of patients under the midwives’ 
supervision. 

In a section which will be especially helpful to the pupil 
midwife without previous training, the effect of anaesthetic 
drugs is fully described and the conditions of analgesia, 
amnesia and anaesthesia are defined, giving the clinical 
condition of the patient in each. 

Whether the detailed description of the manufacture of 
nitrous oxide is of much value to midwives is doubtful, but 
the correct method of estimating the nitrous oxide content of 
a partly used cylinder will be a useful reminder to the midwife 
or pupil. 

Indications and contra-indications for the use of 
analgesia and the importance of close observation and study 
of the individual patient’s reaction to analgesia, with 
appropriate variations in methods of administration, are 
included. A useful addition to the book is the care of the 
unconscious patient, and the responsibility of the nurse for the 
patient’s safety and well-being is rightly stressed. 

A further addition to the book is the resuscitation of the 
new-born child—the treatment given is on conservative lines 
and no mention is made of the value of pure oxygen given by 
the intra-gastric route, in fact the student is warned to 
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prevent oxygen and carbon dioxide entering the stomach in 
an apnoeic infant. 

The author refers briefly to Trilene, giving an account of 
its origin. There is an account of the inhaler and of the 
possible dangers which have prevented the Central Midwives 
Board from approving its use by midwives, 

In conclusion a brief resumé of the salient points to be 
observed during the administration of gas and air analgesia 
is given. This book will be useful in training schools for 
midwives; also for those midwives in practice who may have 
gained their certificate some years ago. 

M. W. S., S.R.N., S.C.M. 


Books Received 


Demonstrations of Operative Surgery; a manual for general 
practitioners, medical students and nurses (second edition). 
—by Hamilton Bailey, F.R.C.S., F.A.C.S., F.I.C.S., 
F.R.S.E. (E. and S. Livingstone Lid., 24s.) 

Gray’s Anatomy, Descriptive and Applied (31st edition) — 
edited by T. B. Johnston, C.B.E.,M.D.,and J. Whillis, M.D., 
M.S. (Longmans, Green and Co., £5.) 

Points for Parents.—by Elizabeth Pakenham. (Weidenfeld 
and Nicolson, 10s. 6d.) 


FOR NURSING EDUCATION 

(continued from page 944) 

believe that the full two years are essential if the nurse tutor 
is to take her right place as a well-grounded teacher in the 
educational world alongside other trained teachers. Indeed, 
we think it so important that the nursing profession should 
have at least some nursing teachers whose training will put 
them alongside other branches of education, that we should 
like to see the departments of health approach the education 
departments of British universities, to see if at least one of 
them would not offer a full-time internal course to 
academically qualified students, as an alternative to the 
London extra-mural diploma.”’ 

The ward sister as an instructor is recognized in part V 
of the report and the assistance that can be given them by 
some preparation in methods of teaching as applied to work 
in the wards, is welcomed. Existing ward sister courses, 
however, could provide for 180 sisters a year, and the 
number so trained at present is about 100. Suggestions are 
made as to ways to assist more ward sisters to gain teaching 
experience, including secondment to the teaching depart- 
ment for three months. The committee hope that special 
preparation of the ward sister for her teaching responsibilities 
will, in future, receive financial recognition. 

Tutors will welcome particularly the statement, under 
student nurse selection and increased use of assistant nurses, 
that “‘a nurse tutor’s time should not be wasted, nor her 
interest in her work lessened, in attempting to teach student 
nurses who are unable to profit by the course of training; 
therefore selection of the students for a course for state 
registration is of real consequence. If candidates are con- 
sidered unlikely to reach the educational standard required, 
we think they should, if otherwise suitable, be given an early 
opportunity of entering assistant nurses training schools.” 

The figures on page 11 should cause disquiet to all 
concerned with student nurse training. Some 62,000 student 
nurses and pupil assistant nurses are training in Great 
Britain. The position in the training schools in September 
1952 showed that 1,010 qualified tutors were employed (of 
whom 53 were only part-time); 543 unqualified (99 part- 
time); of those engaged in teaching 33 per cent. in England 
and Wales and 35 per cent. in Scotland were unqualified; the 
estimated number of qualified tutors required was 1,644. 
These figures point the urgency of the need for tutors and 
the importance of lessening the drift of those who have 
qualified for this special work into non teaching posts. The 
results arising from this memorandum, much of which under- 
lines those principles for which the Royal College of Nursing 
has been working steadily throughout the years, will add 
to the emphasis on the educational aspect of modern nurse 
training. 
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MOTHER, BABY AND MIDWIFE 






by ELIZABETH TYLDEN, M.A., M.B., B.Ch., Assistant Physician, Psychiatric Clinic, 
Bromley Hospital, Psychiatric Assistant, Obstetric Unit, University College Hospital. 


T is fashionable to be ‘psychological’. It always has 

been really, only in the past psychology has masqueraded 

under many other names and styles. For some years 

past, however, the nursing profession has made an honest 
woman of psychology, and things which used to be learned 
by chance and intuition have been placed formally in a 
respectable position in the nursing syllabus, bringing the 
general training into line with those of health visitors and 
sister tutors who have learned psychology for some years. 

Unfortunately this does not apply to the midwifery 
syllabus, and we have here a curious contradiction in that 
nurses are being taught during their general training that 
infancy and motherhood are, psychologically speaking, 
vitally important, but midwives have no provision made in 
their formal syllabus for teaching about the psychological 
problems of this vital period in life or their correct handling. 
In spite of this midwives in this country are aware of 
psychology; the teachings of ‘natural childbirth’ are in 
themselves a psychological approach to the patient. 
Theoretically, however, it would be possible for a mid- 
wifery training school to omit this subject from the syllabus 
altogether and still get a 100 per cent. pass list. 

In these articles an attempt will be made to explore 
those experiences which make up the pattern of childbirth, 
a pattern in which the behaviours of the different people 
concerned are as tightly locked as a well-made jigsaw puzzle. 
The whole picture depends on all the pieces being present, 
and though the patterns in the background may be blurred, 
the figures of mother, midwife and baby stand out clearly 
against the background of the family. Perhaps these figures 
are given undue importance, but then mothers and babies 
are always given undue importance, both in popular sentiment 
and in modern psychological teaching, and it is the midwives 
who will control many of the material circumstances of 
most births in this country, and who will, one hopes, be 
amongst those who read this article. 


The Mother 


In our society the mother is the key executive who 
controls and preserves the pattern of family life. The father 
produces earnings without which the family could not 
continue to exist. His attitudes naturally determine the 
nature of the home and must be carefully considered if one 
is to understand the child. It is, however, rare for a father 
to bring up a family without a mother or mother substitute, 
though women commonly bring up families, providing 
materially and caring for the home. In the ordinary family 
hours of work deny the father the hour-to-hour contact 
with the children which the mother enjoys, hence the stress 
laid on the attitudes of mothers. 

In childbirth and the puerperium the habits and attitudes 
are laid down which later determine the life of the child 
in the family. These habits and attitudes are different in 
each pregnancy and therefore no two children grow up in 
the same environment. It is most important for the nurse 
who cares for mother and baby to understand how the 
differences arise and to learn to handle each situation so 
that the stage is set as favourably as possible for the beginning 
of each new life. 


Motives and Attitudes 


The attitude of the mother to her child is closely influenced 
by the present but is determined also by her past experience. 
A mother may accept her child, welcome it and be able to 
give it correct affection. On the other hand, she may find 
that the birth of her child is an unwelcome intrusion into 
her life and reject it. Rejection can either be expressed 


in neglect or in over solicitude, or more commonly in a 
combination or alternation of both these attitudes. Finally 
a child may be born, not because the mother particularly 
wants a child, but because she wishes to escape the responsi- 
bilities of working or because she wishes to consolidate her 
marriage by having a child. Perhaps this last contingency 
is the most unfortunate accident of birth that can befall 
a child. 

It must be clearly recognized that parents cannot 
formulate their reasons for having a child. These are better 
understood by knowing the background situation than 
by asking for direct reasons. To have a baby when one 
does not wish to, or to have a baby because one wishes to 
consolidate one’s marriage sound like forms of behaviour 
which appear blameworthy. 

We must always be careful, however, in our contacts 
with patients, not to fall into the trap into which the 
two anthropologists fell. The first was a Victorian mis- 
sionary, who blamed the women of a tropical island for 
their nudity and promiscuity. The second was a 20th-century 
Freudian, who blamed the women of an adjacent island 
because they declined to breast-feed their babies, but poured 
a thin pap made from a root into their mouths from birth, 
thus causing a high infant mortality. 

Neither of these observers was slain, though justly 
they might well have been. They had failed to observe 
the material conditions under which their islanders lived. 
In the first case the nudity of the savages was adapted to 
tropical conditions, their sexual behaviour belonged to a 
different way of life. In the case of the second tribe, the 
women cultivated a poor soil while the men protected the 
tribe from dangerous neighbours, they could not afford to 
spend the amount of time demanded by lactation out of the 
fields, and so weaned their babies prematurely. The mother 
who is not able to accept her baby normally has reasons 
within her life which are as valid from her own point of view 
as were the reasons for the behaviour of the primitive 
women which I have just quoted. 


The Unwanted Child 


(1) Poverty 

A baby may be unwanted for a variety of reasons. The 
first, and probably the commonest of these is poverty. 
Surveys of illegal abortions have shown that the majority 
of these occur in mothers of large families who feel they 
cannot sustain the financial and physical strain of bringing 
up another child. Most unmarried mothers are in the same 
plight, and even a newly-married woman in this country 
can be appalled at a pregnancy which comes on her before 
she has settled down in marriage and has earned enough 
to furnish the home adequately. For many couples the 
family income is halved when the mother stops working 
because of her pregnancy. Not only has she to adjust herself 
to managing on far less money than she has been accustomed, 
but the load of hire purchase and similar commitments 
may be so great that the family never catches up after the 
birth of the first child. 
(2) In marriage 

The woman who has a child in order to increase 
her security in marriage is similarly unable to control 
her circumstances. Most women are led in childhood to 
believe that ultimately they will find a man who will be 
responsible for earning enough money to support them for 
the rest of their lives, in return for their companionship 
and the domestic services they render. The only training 
which a woman receives for this destiny is the observation 
of the behaviour of her parents. She naturally tends to 
pattern herself on this and to expect to behave like her 
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mother (or in the diametrically opposite way). Similarly 
she will expect her husband to react like her father, or will 
choose one who seems to be entirely different from him. 
Unfortunately, the husband has been patterned by the 
same sort of process but in a different home and the things 
he expects will be quite different from those for which his 
wife looks. 

The bones of contention in a marriage are seldom 
rationally discussed, they are commonly covered by assump- 
tions which are blind, and unknown to the other party. The 
wife who has had an insecure childhood herself may be quite 
unwilling to make any concessions to her husband, and may, 
because of her insecure past, be extremely afraid of actual 
childbirth. Having to fend for herself is, however, the 
greater evil, and a child, more than anything else, ties a 
father to the wife who looks after that child. 

(3) Fear of Childbirth 

The woman who has never found security during her 
childhood often finds it difficult herself to grow up. Child- 
birth can be for her a terrifying experience because it is the 
one activity in life for which it is difficult to avoid taking 
some personal responsibility. Her own insecurity may stem 
from adverse circumstances surrounding her birth, the 
accounts of which have been accessible to her. ‘‘ What I 
went through having you ’’, the mother says to the rejected 
child; ‘‘ Nobody will ever know how terribly I suffered, 
and I am still suffering for it now’. This sort of statement, 
an extremely common one, gives the child a terrible burden 
of unavoidable guilt and is the most adverse preparation 
for her own labour. 

Fear of labour and rejection of the child can arise from 
insecurity, from mixed motives towards parenthood, and 
other adversity. It builds up round the rumours and awful 
warnings which make up the sex education of the average 
child. . A normal labour has no news value even in 
this sort of journal. Moreover, little girls who are good 
stay with their mummies and do not run out to play with 
little boys. Staying with mummy is the best possible way 
of overhearing the fullest account of the obstetrical mishaps 
of all mummy’s friends. These are underlined by being 
whispered, or half overheard after the child has been sent 
outside. Fear of labour is also closely related to sex shame 
and a faulty education. This fear can be given as the 
reason for non-consummation of a marriage. 


Excessive Care 

A woman who has been mixed in her motives for any 
reason often reacts from a previous antipathy with an excess 
of conscience-stricken care. The events of labour, the 
physiological drive of lactation and the anxiety of attendants 
are all strong conditioning factors towards ‘ mother-love ’, 
which is not an inborn pattern of behaviour. 

In our society the mother who rejects her child is dis- 
liked and hence punished by being made insecure. The 
ancient Grecian mother could expose an unwanted child 
on a hillside. The Spartan mother was forced to select the 
strongest, and exposed those infants whose grasp reflex would 
not hold them to the thatch of her sloping roofed hut. The 
mother of the unwanted child in our society, however, must 
keep it and tend it unless she is in quite exceptional circum- 
stances. She can feel extremely ashamed of her antagonism: 
it can be translated into a fierce affection or a feeling that 
her antagonism during;the pregnancy has harmed the child. 
It is common in this sprt of situation for the mother to ask 
whether the child’s illnesses or bad behaviour are due to 
her efforts to rid herself of the child in early pregnancy. 
Such a mother will try too hard to be a good mother, she 
will believe that nobody but herself can handle her baby 
correctly, and will be unwilling to allow anybody else, 
even the father, to touch it in spite of the fact that her 
methods of handling appear obviously faulty to observers 
outside the family. 

Rejection 

A really unwanted child carries a disability with which 
it is extremely difficult to deal. The mother of such a child 
may actually neglect to feed it and keep it clean. So strongly 
are parental patterns ingrained in humans, however, that 
she more commonly tends the child adequately but expresses 
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her rejection by a critical attitude to its behaviour from birth 
and never offers the necessary amount of real affectionate 
handling which the new-born child needs to initiate jtg 
early learning processes. This sort of unwantedness jg 
undoubtedly a contributory factor in those cases of severe 
marasmus who have stubbornly refused to live until q_ 
particular nurse has begun to give them the affectionate ~~ 
handling they need. These babies relapse again and again 
when they are returned home. One such baby died of © 
gastroenteritis in the children’s home to which it was finally 
sent after returning three times from the edge of death. 

It would be most unfair to imply that all children who ~ 
were unwanted by their mothers became neglected. Attitudes 
change, and even a mother who has remained in rebellion ~ 
throughout her pregnancy may finally accept and love her 
child, saying ‘‘After all it isn’t his fault, poor little thing” ~ 
particularly if her point of view has been understood, and not 
blamed. : 


. 


Adversity 

Women who are merely facing extreme adversity do 
not necessarily show these patterns of behaviour towards 
their babies. Some women escape from adversity by an 
absorption in the process of childbirth; they breast feed 
adequately and show great affection for their new-born 
babies. One such woman had five children by two different 
husbands, and then went away with a third man, in yet 
another pregnancy, her interest waning after lactation, 
Another unmarried middle-aged woman became pregnant 
while a refugee from her own country, with no prospect of 
returning, and though the pregnancy was full of anxiety, 
she found the baby well worth it though she awaited a 
completely blank future. A woman in similar circumstances 
found her relationship with her baby her only pleasure 
during the puerperium though she contemplated the complete 
wreckage of her life. Five years later and after a severe 
breakdown in the mother, this extremely close parent/child 
relationship follows the pattern set down for it during the 
puerperium; the mother is, however, slightly overprotective. 


Summary 

The factors which determine the nature of the mother/ 
baby relationship in the puerperium are complex, but are 
to some extent within the control of the attendant if she is 
prepared to understand, and is allowed by the situation to 
make use of her understanding. 

Some children are wanted by the parents, some are not. 
Both material and emotional factors play a part in deter- 
mining this. Most parents are mixed in their feelings. The 
attendants need to know and to understand the background 
of each case. Fear of labour or a labour which is physically 
traumatic to the mother does less harm to the mother/baby 
relationship than feeling ashamed and guilty about her 
behaviour in a normal labour. 

The importance of the mother/baby relationship in 
the puerperium lies less in its effect on the child’s 
patterns of behaviour than on patterns of behaviour’ 
and attitudes of adults which are laid down during the’ 
puerperium. These patterns can continue to operate 
throughout childhood. Women naturally turn to other 
women who are trained for advice about their marital, 
social and economic problems. The midwife and the health 
visitor in particular are often consulted. The average woman * — 
is relatively ignorant about the workings of her body. During 
pregnancy, parents need education both about labour and 
parentcraft. During labour the mother should be made to feel 
unashamed, and quite certain that both she and her attendants 
are co-operating correctly. During the puerperium both 
parents need to understand the reactions of the infant, and 
should be taught not to blame the baby for the mishaps of 
labour, or changes resulting in their material situation. 


(to be followed by a second article on the special problems of the midwife) 


DIABETIC FILM 
The film Self-injection Technique for Diabetics may be 
borrowed, free of charge, from Allen and Hanburys, London, 
E.2; not from Miles Laboratories as stated in our issue of 


Avgust 28. 
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Above: the portable Oxygenaive incubator with a cut-away of 
Because of 


element is 80 in. in length. 


Right: the father of a new-born baby helps an ambulance 
- driver unload the portable incubator for which special heating 
- elements have been evolved that operate both off the electric 
mains and an ambulance battery. 


for the 
PREMATURE 
BABY 


ECENT returns from the Registrar-General indicate 
that every year, in Britain alone, 4,000 premature 
babies die from various causes. New equipment 
now in production will help to cut the fatalities 
among premature babies caused by exposure during the 
journey from the place of birth to the hospital. This 
exposure has often been unavoidable in country districts 
- where it is sometimes necessary to transport the baby over 
long distances and it is not possible to keep the prospective 
» mother under such close observation as in large towns. The 
equipment consists of a portable heated unit for transporting 
the premature baby from home to hospital. At the same 
time additions and improvements have been embodied in 
new hospital apparatus. Both sets of apparatus have been 
designed in consultation with leading paediatricians by 
Oxygenaire (London) Ltd. and have special G.E.C. heating 
elements. 


For Use in Home or Ambulance 


Until now the premature baby born at home has been 
' forced to face, with inadequate help, the hazards of this 
world before nature has fully equipped it to meet them. 
_ From the moment of birth it is attacked by cold and suffers 
» from lack of oxygen and of the right humidity. In hospitals 
- Mauch has been done to obviate these dangers but a private 
home lacks the facilities required. In the ambulance the 
infant has had to face a dangerous journey to hospital with 
water bottles providing the means of warmth. The premature 
baby has little control over the amount of heat it absorbs 
| or loses, it can be warmed on the outside, yet be cold 
internally, it can also easily be overheated. Now, however, 


Modern 
Life-Saving 


Equipment 


with the new portable incubator, an oxygen atmosphere is 
correctly heated by special G.E.C. heating elements and 
the infant is not only surrounded by warmth but breathes 
a warm, correctly oxygenated atmosphere. There is no 
risk of it breathing extraneous atmospheres containing 
smoke, sulphur dioxide or fog. 

The small, compact, portable unit will be held ready 
at ambulance stations and hospitals to meet any emergency 
call. At these places it will be kept at the optimum tempera- 
ture from the main electricity supply, as will the sterilized 
wraps for the infant which are kept in the tray of the 
incubator. Once inside the ambulance the unit is simply 
plugged into the ambulance batteries, and temperature is 
is maintained thermostatically from the battery circuit 
(12 volt). On arrival at the home the unit, which can be 
carried by two persons, the father often aiding the ambulance 
driver, is quickly taken to the bedroom where the baby is 
wrapped in the pre-heated clothes and placed in the incubator. 
Within minutes the incubator is plugged into the ambulance 
batteries once more and taken to hospital. 

The interior of the unit is lighted so that the baby can 
be kept under observation through a transparent panel 
during the journey. The atmosphere within the unit is 
kept at the correct temperature by special elements mounted 
in a cylinder which is sealed off from the oxygenated 
atmosphere. Because of the extremely low loading per foot 
required, the 500W mains element is 80 in. in length. Two 
elements operate on the 12 volt battery circuit. They are 
each loaded at 30 watts which is sufficient to keep the 
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A premature baby is safely 
placed inthe new G.E.C. 
heated, portable Oxygen- 

aive incubator at home. 


The midwife incu 
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incubator at the correct temperature without providing too 
great a drain on the battery. 


In Hospital 


Once inside the hospital, the baby is transferred imme- 
diately to a more elaborate incubator where it remains until 
sufficiently mature. This completely self-contained unit 
occupies little more space than an ordinary baby cot, yet 
can provide the environmental conditions most suited to 
the individual case. Access to the infant is through a hinged 
transparent plastic lid fitted with adjustable dampers so 
that the lid will either move freely or stay put in any position. 
A fixed panel at the front prevents the over-rapid loss of 
oxygen when the lid is opened. Instruments are provided 
for the observation of temperature and humidity and 
provision is made for the extraction of air samples for gas 
analysis without having to open the lid. The incubator 
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and the baby arrives at the hospital. 


can be used with or without oxygen or with an air/oxygen 
mixture. As the oxygen system is arranged to provide 
sufficient air circulation of itself it can also be used inde- 
pendently of the mains supply as an oxygen tent with a 
humidifier. The incubator can be operated at any oxygen 
concentration from 30 per cent. to well over 80 per cent. 
A controllable air intake is provided and filtered air can 
be mixed with the oxygen supply as desired. The infant 
can therefore be transferred gradually from oxygen to air 
without any effect on temperature. 

The most accurately controlled system of atmosphere 
heating yet evolved is employed. Although there is no 
direct heating of the treatment chamber and all warmth 
derives from the air circulation, its temperature is rigidly 
controlled within 43°F. Heat is applied in stages to the 
air/oxygen mixture which then passes through the humidifier, 
the amount of moisture collected being controlled manually. 
The conditioned air then enters the treatment chamber 


The baby will remain until sufficiently mature in this incubator, which is atmospherically heated within limits 
F, by special G.E.C. elements. 
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Modern Incubator 


A feature of the major Oxygenaire 
incubator ts the grouping of all electrical 
controls on one panel. 


Final temperature control in the incu- 
_— bator is provided by a highly sensitive 
thermostat lying along one of the heating 


4, 


» The elaborate atmospheric mixing and 
heating apparatus is well illustrated in 
this picture of the new major incubator. 


through the left hand grill and passes slowly across to the 
other end where a small degree of suction ensures the com- 
pletion of the circulation. The elements evolved by the 
G.E.C. for the heating are nickel-plated against atmospheric 
corrosion, and silver soldered. An adjustable sling inside 
the treatment chamber houses the thermometer and a 
hygrometer records the percentage of relative humidity. 

An oxygen flowmeter is built into the incubator; this 
ensures that the quantity supplied is constant regardless of 
the source of supply and that one of the greatest uncer- 
tainties of oxygen therapy—the discrepancy at low rates of 
flow between the flow indicated by various regulators and 
the actual amount delivered in a pipe line—is eliminated. 
Each litre flowmeter is calibrated by hand to the incubator 
to which it is fitted. With the exception of the thermostat 
all electrical controls are grouped together on one panel. 


X-ray Facilities 


A pull-out tray below the cradle is placed so that an 
X-ray pack may be placed under the infant without removing 
it from the incubator. When shut the front of the tray forms 
a complete seal with the outside of the incubator. Covered 
apertures are provided at each side of the lid to allow the 
passage of one or more tubes into the incubator for drip 
feeds and blood transfusions. A baby already receiving 


elements specially developed for the 


incubator. 


a blood transfusion can be put into the incubator without 
disconnecting the tube; similarly, opening and closing of 
the lid causes no interference with a transfusion that has 
been set up already. Both the cradle and mattress in the 
incubator are so made that they offer no obstruction to 
X-rays. The cradle can be tilted in either direction to 4 
maximum of 20 degrees by turning a small handle below 
the oxygen flowmeter. It will remain in any desired position. 


Safety Measures 


To prevent overheating of the treatment chamber an 
excess temperature cut-out is included in the heating 
circuit. If the temperature rises above 105°F. the cut-out 
will shut off the heaters and a red button on the front panel 
will spring out about } in. At the same time a red light 
on the panel will flash a warning signal until action is taken. 
Two heaters are in circuit with green indicator lights; should 
one light only glow dimly it indicates the failure of one of 
the two heaters. A battery-operated warning bell rings if 
the mains supply fails or if the incubator fuses burn out. 
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PSYCHOLOGY APPLIED TO NURSING 


A fortnightly series of ‘notes’ for tutors 
and others concerned in the training of student nurses 
by DOREEN WEDDELL, S.R.N., S.C.M., Matron, Cassel Hospital, Richmond. 


These notes are designed to stimulate the tutor’s thinking and encourage her in reading, and to indicate a method of 


oach to the new General Nursing Council syllabus when teaching psychology. 


What the tutor actually says to the 


students will be adapted to the personalities of the students she has, the grouping they are in, the particular training school 
and the stage of training; above all, it will only be helpful and meaningful to the student in so far as the tutor is able to 
teach from the integration of her own experience, reading and observation. Intellectual understanding alone 1s not 
enough and opportunities for the students to discuss the topics together in small groups are invaluable in helping them 
* 9 equate their practical experiences and personal knowledge with what is being taught. Book knowledge about human 
relations can never take the place of the warm, intuitive understanding of people, but scientific awareness can make the 


innate resources of the nurse useful to her, to the patient and the people with whom she lives and works. 


Other topics from 


the syllabus that might be taken in conjunction with each section are given alongside the main text, and books for reading 
are suggested at the end of each section. It ts suggested that tutors might help the author by writing to her with criticisms 
and comments on the usefulness or otherwtse of these notes and some points might then be further elaborated later in the series. 


The Development of Human Behaviour in Family and Society—1. 


(A) THE BASIS OF MENTAL HEALTH 


ECENT research and experience has shown that the 

first few months and years of a person’s life are of 

prime importance in fashioning the pattern of his 

future relationships, capacities, physical and mental 
health. Security in the mother-child relationship and in 
the family; emotional warmth, consistency of approach, 
recognition of the child as an individual, freedom for him 
to develop in his own way at his own time yet within bounds 
that are clearly defined, will allow him to feel that people 
can be trusted, that they do understand and will help; that 
his rage and hate, powerful as it seems to him, will not in 
fact destroy them, that it is safe to love and be loved. 

The infant, child, adult, brings to all situations feelings 
and imaginings from within himself which are the products 
of the past that he has already experienced. When on the 
whole these have been felt as pleasurable, satisfying and 
not too frightening, feelings of fear, hate, guilt and suspicious- 
ness are not likely to predominate in his mind. He will 
then be able to feel love, concern, pleasuré, pain and sadness 
within himself and for other people, so that in later life 
he will be reasonably easy to live with and capable of 
adjusting to new situations without undue distress. 

On the other hand, if the child’s first experiences have 
given rise to the inner belief that people and things are 
mainly frightening and not to be trusted, then feelings of 
hate, rage, suspicion or anxiety may dominate his thinking 
and behaviour. He may be unable to make or keep satis- 
factory relations with other people; creating disturbances, 
being ill, isolation, or denial of these things may then 
become his way of life. 

So that in the development of the infant’s and child’s 
first relationships, the way he responds to pleasure, pain, 
anxiety, frustration, the emotions that are aroused in each 
Situation; the consequent inner pictures he forms of the 
people around him; these will determine the future pattern 
of his relationships and whole health. 

The following notes will trace the development of this 
Capacity to form relationships with people and some of the 
personal and environmental factors affecting its course. 


(B) MOTHER AND CHILD 


(i) Beginning of the This essential function of the whole 
capacity to form person commences with the infant’s first 
relationships. inhalation of breath; the first cry is an 
‘ appeal to someone and the first feed 
1S a renewing of the inter-uterine unity, and yet the beginning 
of a new relationship. This function of the development of 


the capacity to form relationships, which is nec. ssary for 
future satisfactory living, is continued and expanded in all 
experiences with mother—with each feeding situation, during 
weaning and toilet training — extending to father, brothers 
and sisters, it then continues to develop with schoolmates 


and teachers; 


subsequently in clubs, the church, in all 


social and work situations. 


(ii) Birth. 

The human body, the 
body as an organized 
and integrated whole, 
the nature of proto- 
plasm. Conception— 
union of two cells. 
The cell as a unit, 
differentiation of 
structure in relation 
to function, formation 
of tissues, organs and 
systems. 


(iii) Suckling 
Growth and repair, 
growth of body, bony 
skeleton; skin. Respi- 
ratory system—posi- 
tion, structure, func- 
tion, physiology, 
mechanisms of con- 
trol. Blood and cir- 
culation. 


This can be a situation of maximal 
anxiety, tension and terror for the 
infant. Importance of the response of 


. the mother to infant; need of each for 


the other; need of the infant for 
warmth, comfort, food. Importance of 
the first few days, the way of holding 
the infant; need of mother to look at 
infant frequently, to exult in him, to 
develop compassion, tenderness, to show 
him off; continuance of feeling the 
infant as part of herself. 


The feeding situation initiates the first 
step towards the formation of a relation- 
ship between mother and child and the 
external world; it is the infant’s first 
social relationship. Importance of suffi- 
cient time for the mutual adaptation of 
mother and child and enjoyment of 
each in the other. 

The infant taking in food begins to 
take in something of the person as well, 


and the-physical feelings of fulness, warmth, being dry, 
become equated in the mind of the infant with satisfaction, 
and _ pleasurable ‘ good ’ feelings inside; emptiness, cold and 
wet sensation, become linked with unpleasure, dissatisfac- 
tion and ‘ bad’ feelings inside himself. 

The feeding situations set the pattern for future relation- 
ships; a tranquil, satisfactory experience making for the 
first love relationship of the child, later easy reciprocal give 
and take in relationships. 


Importance of mother’s enjoyment of 


(iv) Mothering 
suckling; of regularity of time-table of 


Nutrition — require- 


ments of body, food 
values; protective 
foods; composition of 


infant’s day, one that meets the infant’s 
needs as expressed by him, and not 
necessarily imposed by the mother for 


various foods; meta- 


4 her needs only; mutual adaptation 
bolism. 


making for growing satisfaction and 
minimum dissatisfaction. 
Response of mother to infant’s appeal; care, tenderness, 
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interest, stimulation and satisfaction in the child, together 
with consistency, gentleness yet firmness in handling, will 
make for security, and allow the child to build up a picture 
of someone who is strong and can be trusted. 

The infant’s pleasure in the experience of sucking, apart 
from the actual intake of food is important; adequate 
opportunity for playing with the nipple, for sucking things, 
is likely to minimize the intensity of such needs in later years. 

The infant gradually experiences people and things 
with his mouth, skin, eyes and hands. He enjoys being 
picked up and being talked to, with increasing response to 
mother as a person. There is a gradual transition in looking 
from mother’s breast to her face and then to her as a whole 
person. Similarly with hands, from patting the mother’s 
breast to her face and to feeling her body with hands and 
legs. There is the beginning of love feelings and delight in 
mother’s presence, with increasing recognition of her as a 
person. 

Infant’s satisfaction in mother’s recognition of his 
needs and interests is shown through contentment, tranquillity 
and stability. Delay in satisfaction evokes appeal, rage 
despair, all indicated in variations of the infant’s cry, and 
usually well known to mother. 

The infant is easily overwhelmed by his needs and by 
the feelings aroused when these are not met. Time is felt 
by the infant as a minute being an hour or eternity and 
delay in satisfaction means ‘never’. He oscillates rapidly 
between freling all good or all bad, everything is lovely or 
everythin; is terrible, according to circumstances. Disturb- 
ances of the mother-child relationship on either side may 
be shown by feeding difficulties, in gastro-intestinal upsets, 
fretfulness. Extremely sensitive to emotional and environ- 
mental upsets; uncomfortable, frightening things are being 
done to him; he feels at the mercy of unknown forces. 


The importance of this period is in the 
increase in the biting impulses of the 
infant. The infant has difficulty in 
recognizing what is inside and what is outside himself. Pain, 
tension in the gums, a painful mouth, may be experienced 
as somebody doing something to him, or as something 
frightening happening inside him. The impulses to bite 
and chew can be both affectionate and loving, as well as 
angry and destructive. 

The infant’s relationship with mother during this period 
is dominated by these feelings. He may believe that these 
experiences come from his mother, and that when she is 
angry or impatient, she wishes to do the same thing to him. 
It is a time of great anxiety and increased need for mother; 
in turn she may be anxious about her own apparently 
inadequate help for the infant; and the mother’s fear of 
the infant’s biting impulses, the painfulness of being.bitten, 
making for her withdrawal of the breast, will reinforce the 
infant’s distress and confusion. 


(v) Teething 
First dentition. 


(vi) Weaning Period The infant shows his approaching readi- 
The nervous system, Uess for this experience by his increasing 
touch, taste, smell, interest in the things around him and 
sight. outside himself. There is increasing 
recognition of mother as a person and 
of ‘ others’; that is, others different from mother. There is 
increasing ability to lie awake alone; to play with his own 
fingers, with toys, to respond to people. 
Muscles, grasping, The child tests out the situation of 
holding. being left alone, of parting, or loss, by 
throwing away toys, spoons etc., and 
getting them given back to him. He loves this game, and 
thereby anticipates, works through and re-experiences a 
difficult situation in order to come to terms with it. He 
begins to be interested in differing tastes, textures, flavours 
of food, and in drinking and chewing. 

The exploration and experiencing of people, blankets, 
toys and other things by feeling them with his mouth; taking 
things in, metaphorically, by the mouth continues, with 
increased pleasure in and fear of biting. 

There is increased thumb-sucking, chewing, pleasure in 
spitting and dribbling. The pain and tension in the gums 
during the teething periods will disturb the child’s relation- 
ships with people but at the same time there is an increasing 
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need to give and pleasure in giving to mother during meal. 
times; the first reparative efforts, showing care and concer, 
for mother. This period is the first big step in growth from 
infantile dependence towards eventual mature dependence: 
it is a period of separation and disturbance in the unity of 
mother and child and becomes the pattern for subsequent 
experiences of loss. 

To the infant, losing the breast or bottle is felt as a 
loss of something supremely important, the whole stability 
of his little world, something never to be regained. The 
child feels this to be largely due to his own greedy, biting, 
chewing impulses. Subsequent fears of, difficulty with, or 
guilt about, anger and aggression may derive from this time, 
The child has great trouble in coming to recognize that he 
both loves and hates the same person and that this is someone 
very necessary to him. The maintenance of a satisfactory 
mother-child relationship in this period is very important: 
the management of the child, the way of holding during 
feeding, the gradual introduction of new things, the use of 
the cup and spoon, and timing of these introductions together 
with the consistency of mother care and attention and help 
in developing new interests with the child. The weaning 
experiences may have many effects on the child’s subsequent 
feeding patterns. Later reactions to, and feelings and ideas 
about food, flavours, and consistency of various foods, may 
come from this period. 

In the child’s development of relationships there may be 
domination of the situation by the child, or it may be one 
of control of the child by the mother, with persistent rebellion 
by the child, or it may be an easy affectionate, trustful 
one. Subsequent extremely dependent sucking relationships, 
easy reciprocal relationships, remote, defiant or aggressive 
relationships, may be derived from the experiences of this 
period and will be maintained, exploited, modified, .or further 
developed in subsequent years. 


Reading 


(B) THE MOTHER-CHILD UNIT 


RriBB_e. The Rights of Infants, Chap. 1-4/IV, VI, VIII, IX. 
MIDDLEMoRE. The Nursing Couple. 
Hay-Suaw. Your Child and You, Chap. I.11. 
BuRLINGHAM AND Freup. Infants without Families, Chap. I, 
ITI, IV. 

R. B. Exuis. Child Health and Development, p. 196-97. 
SPURGEON AND ENGLISH. Emotional Problems of Living, Chap. 1. 
S. Isaacs. Childhood and After, Chap. XIII. 
Ha.iipay. Psychosocial Medicine, p. 243-5. 
GESSELL. The Embryology of Behaviour. 

Infant development. 

How your Baby Grows. 


FEEDING AND WEANING 


Your Child and You, p. 40. 
Child Health and Development, Chap. V. 
Emotional Problems of Living, Chap. II, from p. 39. 


(to be continued) 





Chief Medical Officer, Northern Ireland 


Dr. James Boyp, chief medical officer in the Ministry 
of Health and Local Government, Northern Ireland, who is 
also chairman of the Joint Nurses and Midwives Council. 
is to retire shortly. His successor as chief medical officer 
will be Dr. Frank Fiddes Main, C.B.E., M.B., M.R.C.P.Edin., 
D.P.H. Since 1948 Dr. Main has been senior administrative 
medical officer for the Scottish Eastern Regional Hospital 
Board. He has had much administrative experience, 
including the post of medical officer of health, ‘Perth, which 
combined the duties of tuberculosis officer and medical 
superintendent of the infectious diseases hospital. He has 
served on many committees in the medical field indicating 
his interest in health education, orthopaedics and treatment 
of the disabled. In 1947 he was appointed Honorary 
Physician to his late Majesty King George VI, and in 1951, 
he was awarded the C.B.E. 
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To mark this Centenary Year, the well-known ‘Life of Florence Nightingale’, 
by Sir Edward Cook, is presented in serial form; instalment 36. 
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Miss Nightingale did an enormous amount of preparatory 
work for the Royal Commission on the Army in India, and its 
Report, produced in two bulky volumes, bears, throughout its greater 
part, Miss Nightingale’s impress. Her ‘Observations’, occupying 
23 of its pages, show that the principal causes of the death of our 
soldiers in India were the ‘camp diseases’ whose origin was 
bad water, bad drainage, ‘ filthy bazaars’, want of ventilation and 
overcrowding. No sooner was the Report issued than Miss Nightingale 
was engaged in the next stage of the stvuggle: to see that the Royal 
Commission’s recommendations were translated into action; she 
had to convince officialdom that “‘ a Report is not self-executive ’’. 


ISS Nightingale had cleverly manoeuvred to obtain 

wide publicity and discussion for the subject of 

sanitary reform in India dealt with in the Royal 

Commission’s Report. She had created a favourable 
atmosphere; provided suitable machinery; it remained to 
set the wheels going round. 

Miss Nightingale was as eager, in as great a hurry to 
begin, as determined to have her way, as in the case of the 
Home Commission five years before; but the difficulties 
were now greater. In the case of the Home Army, only one 
department was concerned. Now there were the India 
Office and the Government of India to be considered as well 
as the War Office. And everybody who knows anything 
about public affairs knows what it means to the cause of 
prompt efficiency if departments begin wrangling with each 
other. And then Miss Nightingale had no longer her “ dear 
master’. Lord Stanley, the Chairman of the Indian Commis- 
sion, was friendly, and sincerely desirous to see things 
done; but he was not an enthusiast. His temperament was 
cool; his judgment critical. But he had a great belief 
in Miss Nightingale, and though she did not always find 
him an easy man to drive, she did it. The moment the 
Report was signed she was up and at him. He must go 
at once to Ministers and insist on immediate steps being 
taken to put the recommendations of the Report into 
operation. Lord Stanley proposed to wait and see: 

(Lord Stanley to Miss Nightingale.) July 10, 1863... Do 
not fear that Lord Herbert’s work will be left unfinished; 
sanitary ideas have taken root in the public mind, and they 
cannot be treated as visionary. The test of experience is 
conclusive. The ground that has been gained cannot be lost 
again. 

¥ July 12... The first step is to ask what the War and 
India departments willdo. If . . . they consent to the appoint- 
ment of the commissions recommended . . . the thing is fairly 
started. I am inclined to believe that they will be found 
willing. But we must give them time to read the report. If 
they object to do anything, other methods may be tried. We 
have friends in the Indian Council, and Lord de Grey is a 
Sanitarist. I quite agree in what you say as to its being a duty 
to help the ministry of the day in working out their plans. 
Personally I have acted on this rule. Few matters pass in the 
India Office that do not come before me. But such help cannot 
be offered by an outsider—it must be asked by those who are 
responsible. If Sir C. Wood desires assistance in giving effect 
to the sanitary projects, I will not refuse it. There is ample 
time to consider all this. 

So Lord Stanley was waiting to be asked. Then it 
became Miss Nightingale’s business to contrive that he 
should be asked. She saw Lord de Grey, begged him to go 
forthwith to the India Office, and to suggest to Sir Charles 
Wood that he should talk matters over with Lord Stanley. 
The thing was done: 


(Lord Stanley to Miss Nightingale.) July 24. I have 








had several conversations with Sir C. Wood, and from the 
language he now holds, I consider it settled that. the report of 
the commissioners will be acted upon—the W.O. Commission 
being enlarged for the purpose of dealing with Indian 
questions . . . It is probable that difficulties will arise out 
of the conflicting claims of the Indian and home authorities: 
but these we must be prepared for, and deal with as they come 
up. So far, all has gone well. 

For a time, it seemed as if official measures would be 
taken with reasonable celerity. But soon there was a hitch. 
The military element in the India Office quarrelled with the 
Report, and it was intimated that there might be similar 
criticism from the military element in the Government of 
India. The accuracy of Dr, Farr’s statistics was impugned; 
and it was to be objected that Miss Nightingale’s ‘“‘ Observa- 
tions ’’ did not in all cases reflect the present state of the 
Indian stations. These things were, as Miss Nightingale 
put it, ‘the Crimea over again’’. It was protested that 
things were not so bad as they had been painted, and that 
in any case it was not A who was to blame, but B. But 
meanwhile everything was hung up. Lord Stanley, the 
Chairman of the Commission whose Report was impugned, 
was in the country. Miss Nightingale ‘‘ urged and baited 
him ”’ (so she described it) to come up to London and return 
to the charge. He came in November and had an interview 
with her before seeing Sir Charles Wood. 


A NEW VICEROY OF INDIA 
And now an event occurred which was followed by 
results of consequence to her cause. Lord Elgin, the Viceroy, 
was ill and not expected to recover. The question of a 
successor became urgent. The minds of many turned to 
Sir John Lawrence. Miss Nightingale regarded him as the 
indispensable man for India, principally on account of his 
sympathy with the cause of sanitary reform. An oppor- 
tunity came for putting in her word. Sir Charles Wood 
consulted his predecessor at the India Office, and Lord 
Stanley in turn talked matters over with Miss Nightingale. 
She urged him with fervent eagerness to do everything in 
his power to promote the appointment of Sir John Lawrence. 
Lord Elgin died on November 20. Lawrence was appointed 
on November 30, and was to start for India immediately: 
(Lord Stanley to Miss Nightingale.) Dec. 7. I saw Sir 
C. Wood yesterday. The sanitary question was gone'into.. . 
Sir J. Lawrence’s appointment is a great step gained. He 
knows what is wanted and has no prejudices in favour of the 
existing military administration. I shall see him to-night and 
shall probably be able to have some talk with him on the 
subject. But why should not he see you? The plans are in 
the main yours; no one can explain them better: you have 
been in frequent correspondence with him .. . Your position 
in respect of this whole subject is so peculiar that advice from 
you will come with greater weight than from anyone else. 
Thus prompted, Miss Nightingale asked the new Viceroy 
to call. He was the first of a succession of high Indian 
officials who made a point of coming to Miss Nightingale 
before leaving for their posts. Miss Nightingale never forgot 
either the interview itself or Lord Stanley’s kindly anxiety 
that it should take place. They discussed the sanitary 
question in all its bearings, and they exchanged further 
views by correspondence before he left London: 
(Miss Nightingale to Dr. Farr.) Dec. 10. I have had the 
great joy of being in constant communication with Sir John 
Lawrence, and of receiving his commands to do what I had 
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almost lost hope of being allowed to do—viz. of sending out 
full statements and schemes of what we want the Presidency 
Commissions to do. I should be glad to submit to you copies 
of papers of mine which he desired me to write, and which he 
took out with him, as to the constitution of the Presidency 
Commissions, if you care to see them. They are, of course, 
confidential . . . Sir John Lawrence, so far from considering 
our Report exaggerated, considers it under the mark. 


Within a month of his arrival in India, Sir John 
Lawrence had set the Sanitary Commissions on foot, and 
nothing was wanting except hints and instructions from 
home. It was not Miss Nightingale’s fault that these were 
not yet forthcoming. Lord de Grey had again asked her 
to draft a letter to the India Office as from the War Office, 
on the measures recommended by the Royal Commission, 
and she had done it. But days, weeks, months passed, and 
nothing happened. In January 1864 her “‘ Suggestions in 
regard to Sanitary Works required for the Improvement 
of Indian Stations”’, written at the urgent request of the 
Governor-General, were ready, Dr. Sutherland, Dr. Farr 
and Mr. Rawlinson collaborating with her. Again months 
passed and nothing happened. The Barrack and Hospital 
Improvement Committee had been officially informed in 
December of the appointment of two members to be added 
to represent India, and requested to report on any matters 
which might be referred to it by the Secretary for India 
or the Secretary for War; but as yet no Indian reference 
had been made. Miss Nightingale chafed sorely at the 
needless delay. The Governor-General wrote again and 
again pressing for the Suggestions; the War Office had been 
in possession of her Draft for months. She tried plain 
pressure, and pressure barbed with sarcasm; she tried to 
play the India Office against the War Office. But the War 
Office was sulking in its tents, and the India Office was 
standing on its dignity. 

Miss Nightingale now resolved that the delay should 
come to an end. She had drafted an ultimatum to the War 
Office threatening an attack in the House of Commons, 
when Lord Stanley, a prominent member of the Opposition, 
appeared on the scene. He had forewarned Miss Nightingale 
that departmental jealousies would cause delay; but seven 
months had now passed since the Report of his Commission 
had been issued, and he seems to have thought this time 
enough for the two offices to let off steam between them- 
selves. He suggested that, if she approved, he should put 
pressure either upon Lord de Grey or upon Sir Charles Wood. 
Miss Nightingale loyally gave her friends at the War Office 
a last chance, but they did not take it. Lord Stanley saw 
Sir Charles Wood accordingly, promised him parliamentary 
support in any action which he might take, and matters were 
at last arranged. Miss Nightingale’s draft ‘‘ Suggestions ”’ 
were submitted to the Barrack and Hospital Improvement 
Commission, and adopted with slight alterations. 


GETTING THINGS DONE 


It was now within her power, by the simple expedient 
of laying in a stock of early copies, to prevent a moment’s 
further delay. She used the power; and could not deny 
herself a few genial taunts at her official friends. ‘I beg 
to inform you,’”’ she wrote to Captain Galton at the War 
Office (Aug. 8) “that by the first mail after signature I 
sent off by H.M.’s book-post, at enormous expense (I have 
a good mind to charge it to you!), to Sir John Lawrence 
direct no end of copies of Suggestions (also the Presidency 
Commissions); and that, as he is always more ready to 
hear than you are to pray (you sinners !), I have not the 
least doubt that they will have been put in execution long 
before the India Office has even begun to send them.” She 
was not far wrong; six or seven weeks elapsed before the 
official copies were sent; and meanwhile Miss Nightingale 
was able to get in another gibe. She heard from Sir John 
Lawrence that he -had ‘ordeted the “ Suggestions” to be 
reprinted in India. “It might be as well’’, she wrote to 
the War Office, ‘‘ to hurry your copies for the India Office, 
who will otherwise receive them first from India.” 

In the work of “ salvation ”’ in India Miss Nightingale 
was for many years to play a part as consultant, and*some- 
times as inspirer. In November 1864 the'Governor-General 


in Council intimated his readiness to consider a scheme for 
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the employment of nurses in military hospitals, and there. 
upon the Bengal Sanitary Commission requested Miss 
Nightingale to aid them by her advice. She wrote in coll. 
boration with Sir John McNeill a comprehensive series of 
suggestions. This Commission also applied to her for 
information on trustworthy tests for the discovery of organic 
matter in water. She applied to Dr. Angus Smith (inventor 
of an air-test also), who wrote a pamphlet for her on the 
subject. She had it approved by the War Office, printed, 
and a large number of copies distributed throughout India, 
It was remarkable how close a touch upon the course 
of sanitary reform in India was maintained by this lady 
from a bedroom in Mayfair; it made all the difference for 
the promotion of the work that, in Sir John Lawrence, 
there was at the head of affairs a man whose heart and soul 
were in it; and, at home, it made all the difference that 
there was one resolute will, combined with a clear head, 
determined to give impetus and direction to the work. To 
many, and perhaps to most, of the men at, the, War Office, 
this question of Army sanitation in India appeared as only 
‘one out of a thousand ’’ questions. To Miss Nightingale 
it was, in a very literal sense, a matter of life and death; and 
it was her passionate conviction that supplied the initiating 
and driving force which compelled reform. The co-operation 
between Sir John Lawrence and Florence Nightingale was 
as beneficent in its results upon the welfare of the British 
Army in India, as the co-operation between her and Sidney 
Herbert had been in the cause of the Army at home. 
(to be continued) 


History of the 
International Confederation 
of Midwives” 


OR over 50 years European midwives have been 
meeting each other in one or another of their countries 
to discuss common experiences and problems. 

Since 1900 no less than 13 international meetings 
have been held. There is no need to stress the fellow- 
feeling that it is inevitable for midwives to have towards 
others of their profession, and there is no doubt that, 
if this feeling had been able to find expression, inter- 
national congresses of midwives would have been held for 
many centuries. It was necessary, however, to await the 
formation by midwives of their own professional organizations 
before international contacts could readily be made. The 
existence of a professional organization usually depended in 
turn upon the existence of statutory regulation of the 
profession, unless, as in England, it was created in order to 
obtain statutory regulation as one of its objects. 

At the turn of the century professional solidarity was 
strongest in Scandinavia and Germany, and it was natural, 
therefore; that the impetus towards international collabora- 
tion should come from these sources. The Swedish midwives’ 
organization had already met as a national body in Stockholm 
in 1886. They were much impressed by the corporate spirit 
of the German midwives, who were already publishing their 
own professional journal, and decided to publish one of their 
own. 

It is significant how much importance was attached even 
at this early date to the publication by midwives of their own 
paper. The Swedish paper was published for circulation 
throughout Scandinavia, and also, it is interesting to note, in 
Chicago, U.S.A., where there was a Swedish midwifery 
training school. In 1890 a congress was held for German and 
Austrian midwives in Berlin, to be followed in 1895 by one in 
Leipzig. These nationa} congresses were followed in 1900 by 
one of wider representation held in Berlin. The Berlin 
Congress, which took place on August 30 of that year, was in 
fact a landmark in international midwifery relations, as it was 
the first that was actually international. 

A thousand delegates attended, representing Denmark, 


* Extracts from the account presented in the programme 
of the International ‘Congress for Midwives, London, 1954. 
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Holland, Roumania, Russia, Switzerland, Sweden, Austria 
and Hungary; the Swedes made something of a mark on the 
congress, as at that time Swedish midwives appeared to be 
the only ones who used instruments in any way at all. 

Apart from the perennial question of the length and 
content of midwifery training, the delegates devoted much 
discussion to the question of asepsis. The congress concluded 
with celebrations of the greatest amity and goodwill. 

Congresses followed in Finland, Denmark and Norway, 
although in the main they were not attended by midwives 
from outside Scandinavia. The next congress of a more 
international character was that of 1909 in Bologna, convoked 
by the Italian midwives’ organization. 

In 1911 the German midwives’ organization again invited 
their European colleagues to a congress, this time at Dresden. 

Here the question of vaginal examinations featured 
prominently in the discussions, as a doctor present had said 
that midwives should be forbidden to make them. His 
suggestion was met with the strongest protests. The congress 
also gave it as'its view that the length of midwifery training 
should be two years. 

The next congress was destined for Vienna in 1914, but 
was not held owing to the First World War. 

Eight years elapsed before the next effort was made to 
resume international collaboration. The prime mover was 
Professor Frans Daels of Belgium. 

A scientific conference was being held in Bruges at the 
time, and he used it as a means of calling together repre- 
sentatives from the Belgian, Dutch and English midwifery 
organizations in order to discuss the constitution of an 
international organization of midwives. A _ preliminary 
committee was appointed and preparations were soon in 
train for the first congress since the war. 


Antwerp Meeting 


It took place in Antwerp in 1923. In addition to repre- 
sentatives from the three countries who had collaborated with 
Professor Daels in organizing the congress, midwives from 
€zechoslovakia took part, and messages of good will were sent 
from Italy and Switzerland, who could not, however, send 
delegates. 

Again the length of midwifery training was discussed. 
Holland, always in the forefront, had by this time established 
a three years’ training. The congress also debated the future 
form of an international organization. 

In 1925 the Czechoslovak organization held a congress in 
Prague. The main object was to try to carry further the idea 
of an international organization that had first been adum- 
brated at Antwerp, and regulations for it were formulated 
and agreed upon. 

With a view to putting it on a proper footing, invitations 
were sent to all organizations to take part in the next congress. 
This was fixed for Vienna in 1928, where it was agreed to 
establish the secretariat of the International Midwives’ 
Union, as the new international body was called, in Belgium 
under the guidance of Professor Daels. 

The Professor now bégan to organize energetically for the 
next congress, which was to be held in Ghent. He had 
information about midwifery training, organization and 
treatment collated beforehand, so that by the time the 
congress was assembled each delegate was in possession of a 
comprehensive report on European midwifery. Almost all 
European countries took part in the congress. European 
solidarity was now well established, and an impressive number 
of countries took part in the next congress held in London in 
1934. Amongst the countries represented were Belgium, 
Denmark, Finland, Holland, Italy, Poland, Great Britain, 
Switzerland, Sweden, Czechoslovakia, Germany, Hungary 
and Austria.. India was also represented at the congress, a 
very heartening feature, as it was the-first time that a country 
outside Europe had come to a European congress. 

The opening took place at Lancaster House on May 25, 
1934, in the presence of the Duchess of York, later Queen and 
now Queen Elizabeth the Queen Mother. 

Next day discussions started under the presidency of 
Miss E. Pye,' President ofthe British Royal College of 
Midwives, whose conduct of the proceedings and general 
demeanour met with great. approbation. Apart. from the 
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LONDON CONGRESS, SEPTEMBER 4—1 


RELIGIOUS SERVICES. On Sunday, September 5, seats 
will be reserved for delegates and friends at the High Mass at 
Westminster Cathedral at 10.30 a.m. and at the evening 
Service at Westminster Abbey at 6.30 p.m. 

OPENING CEREMONY will take place on Monday, 
September 6, in Tuke Hall, Bedford College. There will be a 
Roll Cail and a speech of welcome by the President of the 

Congress. 





usual discussions on training in general, a greal deal of time 
was devoted to gas and air analgesia, and Dr. R. J. Minnitt’s 
apparatus was demonstrated to the congress. A large number 
of hospitals and antenatal clinics were also visited. This first 
congress in London was a most successful occasion. 


To Berlin Again 


Two years later the venue moved to Berlin again. 

On this occasion the minds of the delegates were 
exercised more by the fall in birth-rate that most European 
countries were experiencing. 

In the opinion of the congress the reason for the fall was 
fear for the future, and, indeed, the forthcoming war was 
already casting its shadow over the delegates to such an effect 
that they passed a resolution calling upon all the nations 
engaged in arming themselves to end their fearsome com- 
petition. Discussion also took place on the relevant merits 
of institutional and domiciliary confinements, a problem to 
which, as one might expect, no absolute answer could be 
found. 

The last congress before the Second World War took 
place in Paris in 1938 under the presidency of Mademoiselle 
Clémence Mossé, Professor Daels acting as secretary. 

The social work of the midwife and the part that she had 
to play in the community generally were discussed. The 
next congress planned for Rome in 1941, was not held. Ten 
long years in fact elapsed before midwives met again 
internationally. 

In 1949 London welcomed delegates to the first post-war 
meeting. Miss E. Pye, President of the British organization, 
gave a short history of international co-operation since 1922. 

She informed the congress that all the documentation 
about the international organization, which had been kept in 
Ghent, had been carried away during the war and could not 
be found again. It was necessary and appropriate, therefore, 
to set up new international machinery and decide upon future 
forms of collaboration. 


International Federation 

It was held by some that a completely new start should 
be made. Others considered that whatever new organization 
was created would be bound to take into account the links 
that had been forged in the past, and that the new body 
should be based on what had already been accomplished. 
The latter view prevailed, and The International Federation 
of Midwives’ Organizations came into being, replacing, but 
based upon the old International Midwives’ Union. It 
was also decided that congresses should be held every third 
year in the future. 

In fact a meeting was held the next year in Rome, 
mainly, however, to discuss preparations for the next inter- 
national congress in Paris in 1953. The Paris congress 
decided that another international gathering should take 
place in 1954 and that no efforts should be spared to see that 
midwives attended it from all quarters of the globe. The 
honour of receiving the delegates has fallen to London. 

This year some 45 different countries, from all parts of 
the, world,, are sending delegates... This,community, of.spirit 
deserves the very best form of organization, for its inter- 
national deliberations, and there is no doubt that the 
delegates will see to it that the feeling that has animated 
midwives so successfully for more than 50 years will be the 
source of even greater success in the international field in the 
years—or is it too optimistic to. say the centuries ?—that lie 
ahead. 





For Student Nurses 


GENERAL NURSING COUNCIL FOR ENGLAND AND WALES 


FINAL GENERAL EXAMINATION 


Surgery and Gynaecology and Surgical and Gynaecological 
Nursing Treatment 


Question 3. For what conditions may nephrectomy be 
performed? Discuss the post-operative treatment. What 
complications. may occur ? 


The operation of nephrectomy may be carried out for 

the following conditions : 

1. Obstruction caused by a stone in, or kinking of a ureter 
resulting in hydronephrosis ; 

2. Infection which may accompany renal calculi or tuber- 
culosis of the kidney which is known to be unilateral; 

3. New growths of the kidney as for example hypernephroma 
in adults and Wilm’s tumour in children;. 

4. Tvaumatic conditions ‘where the capsule is torn and 
haemorrhage is severe and persistent. 


Post-operative Treatment 

The patient is received into a warmed, prepared bed. 
He should be placed in a recumbent position with the trunk 
slightly inclined towards the affected side yet avoiding any 
pressure on the drainage tube. A clear airway is maintained 
by keeping the head turned to one side and supporting the 
jaw. 

The general appearance of the patient is noted, his 
pulse and respiration rate counted and recorded. When 
consciousness is regained the patient is gradually propped 
up in bed and made comfortable, still inclined to the affected 
side. His face and hands are washed and the operation 
gown changed. Morphia should be ordered and given as 
the patient is likely to be restless and in pain. This should 
be repeated at night to ensure that he sleeps. 

If an intravenous infusion of blood or saline is in progress, 
the desired rate of flow must be maintained and the bottles 
checked and renewed as instructed. The site of the needle 
or cannula and the surrounding tissues must be inspected 
frequently to ensure that the fluid is actually running into 
the vein and not subcutaneously. 

The wound dressing must be inspected frequently to 
see if there is any drainage from the tube. If the bandage 
becomes moist additional packing with sterile wool must 





Operators of Deodor-X Hygienic Services spraying the troopship 
S.S. ‘Dunera’ with the new insecticide. 


ATeWLY discovered process for applying powerful 
Ainsecticides will, it is claimed, play an important part 
in destroying insect pests and thus in safeguarding health 
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A Suggested Answer to a State Examination Question, 
by the Sister Tutor Section, Royal College of Nursing, 


be carried out. 

As soon as possible the patient is encouraged to drink 
copious fluids. The fluid intake by mouth together with the 
amount administered intravenously and the urine output 
should be recorded. Light diet may be given from the 
second or third day if the patient feels inclined to take it 
and it may soon be increased to a full diet. As with other 
abdominal operations, distension may cause great discomfort 
during the first.few days, and the passage of a flatus tube 
at intervals may relieve this. A mild aperient may be 
ordered on the evening of the second day. 

Analgesic drugs should continue to be ordered for the 
relief of general post-operative pain. Care should be taken 
that soreness of the wound is not aggravated by pressure 
on the drainage tube. This is usually shortened and removed 
on the second or third day according to the surgeon’s 
instructions. Alternate sutures may be removed at the 
end of one week, the remainder on the ninth day and the 
tension sutures a day later. 

The course of para-amino-salicylic acid and streptomycin 
may be continued if the patient is suffering from a tuberculous 
condition. Urinary antiseptics are usually ordered only if 
the patient has a long-standing urinary infection. 

The surgeon may allow the patient to get up into a 
chair after the third day and to walk about after a week. 
He may be allowed to go to a convalescent home or to his 
own home after two or three weeks. 


Complications 
The following complications may occur after nephrectomy. 


General 

1. Post-operative shock. 

2. Pain. “ 

3. Respiratory complications owing to the proximity of 
the site of operation to the chest cavity. 

4. Embolism. 
Special 

1. Haemorrhage, which may be (a) reactionary from 
the wound; (b) revealed as haematuria. 

2. Retention of urine. 

3. Sepsis and failure of the wound to heal resulting in a 
sinus formation. 


A New ‘Lacquer’ Insecticide 


and increasing crop yields in different parts of the world. 
This preparation is described as a lacquer and has the 
property of expelling the insecticides in tiny invisible crystals 
—an action which is quickened by the friction of insects 
crawling on the surface treated. The process continues 
despite washing and scrubbing, the toxic strength of the 
product being maintained for at least two years after each 
application. ' 

It is particularly recommended for use against 
cockroaches, whether in ships or elsewhere. One of the 
lacquer’s components, Dieldrin, was the material which, 
washed into the shingle, cleared the beaches of Brighton and 
the neighbouring coastal towns of the seaweed fly last 
December. 

Aldrin, another component, is being used for a large-scale 
locust control campaign this year in India and Pakistan; 
trials in Jordan last year demonstrated that absolute control 
of this pest could be achieved at all stages of growth. During 
the recent Royal Commonwealth Tour, the surroundings of 
Polonnaruwa Rest House in Ceylon were ‘ fogged’ with an 
Aldrin/Dieldrin vapour, thus giving relief from ‘ lake flies’ 
—a local pest. This new chemical product has been developed 
by Shell, who are building a factory near Rotterdam for 
its manufacture. 








20 atprteg 


@rt-~ 





of 


ee ae oe, 








’Naursing Times, September 4, 1954 


Winged Healer of 


THE FLYING DOCTOR SERVICE 
by L. T. SARDONE: 


a unique medical service, the benefits 

of which cover an area greater than 
that of Europe; it is that country’s famous 
Flying Doctor Service. 

Today the Flying Doctor, winged healer 
of Australia’s great inland, is so firmly 
established that life in the remoteness of 
its great outback spaces would be impossible 
without it. Take the case of Mike Hender- 
son, the stockman on an outlying cattle 
station who was gored by a bull; Tim 
Newberry the boundary rider badly crushed 
by a falling tree. Again, how about Allan 
Carter, a young boy severely injured in the 
face by falling on the edge of an iron trunk. 
All these were isolated, hundreds of miles 
from the nearest hospital. Fifteen years 
ago most if not all of these people would 
have died, as,it would have been physically 
impossible to have rendered the necessary 
aid to them in time; but they were all 
skilfully treated by the Flying Doctor on 
the spot, flown to hospital, and there made 
excellent recoveries. 


Taig can be found in Australia alone 


Flying Doctor Bases 


The story of the Flying Doctor is one of 
an inter-related co-operative service between 
most modern equipped radio bases, skilled 
doctors and nurses, efficient aeroplanes, 
and a type of air pilot whose competence 
and courage go unmatched anywhere else 
in the world, 

Flying Doctor bases are established at 
Cloncurry and Charleville in the State of 
Queensland; Broken Hill in New South 
Wales; Alice Springs in the Northern 
Territory, and at Kalgoorlie, Port Hedland, 
Meekatharra and Wyndham in the vast 
State of Western Australia. During the 
year 1952, 936 flights were made from these 
eight bases, covering some 265,000 miles. 

The service functions in three ways: 
firstly, in flying either a doctor or a nurse 
to serious cases at lonely outposts within the 
quickest possible time, then transporting 
such patients to the nearest hospital; 
secondly, in less serious cases, in transmit- 
ting instructions for treatment of patients 
on the spot, with the use of special medical 
kits which most remote homes possess and 
which are replenished by the Service; 
thirdly, Flying Doctor radio bases receive 
and transmit telegrams on behalf of all 
users of transceivers, relaying them in turn 
to the nearest P.M.G. telegraph offices. 
As many as 170,000 such telegrams have 
been dealt with in a single year by this 
means—the inland’s only link with the 
outside world. 

The Alice Springs base provides a fourth 
service in the form of the world’s first 
two-way radio school, or School of the 
Air, as it is now known. In the near future, 
the Broken Hill base in New South Wales 
will operate a second such school. 

No matter how well the Flying Doctor 
base is equipped, how ready the plant, how 
skilful and courageous the pilot, without its 
‘Flying Doctor’ the service would lack 
the essential for which it was brought into 

existence. Upon its doctor depends the 


FLYING 
OUT 
Pilot and nurse bring 
the patient to the 
plane; when they 
land, hospital or- 
derlies will transfer 
the patient to an 
ambulance. 


THE MAIN BASES 

Right: Dr. Flynn of the 

Flying Doctor Service, nearest 

map showing the main 

Australian Flying Doctor 
Bases. 


purpose of the organization. 
His availability, his co-opera- 
tion and his professional 
ability will determine what 
sort of medical aid .can be 
rendered to the outback. He 
must also face with the pilot 
the hazards of flying, and 
landing under adverse con- 
ditions, and he must deal 
with unusual accidents and 
any kind of sickness. 

It is the doctor’s responsibility to decide 
how each case will be met; whether ‘he or 
a nurse will fly out to the patient and tend 
him at the outpost; whether he will give 
emergency relief on the spot and return 
with the patient to:the hospital, or whether 
he will await the patient’s arrival by plane. 


Prescribing by Air 
In cases where a doctor is not necessary, 
then treatment from the home medical 
chest is prescribed over the air. Here each 


packet and bottle is distinctly numbered, 











BROADCASTING 
INSTRUCTIONS 


Left: in less serious cases, the doctor 

at the Flying Doctor base broadcasts 

instructions as to the use of medicines 

from the home kit, as shown. Every 
article is numbered. 


making instructions easy to follow. 

Usually three planes are stationed 
at each base. This enables each to 
receive its routine maintenance inspec- 
tions and overhauls in turn—without 
which no aeroplane could face the 
hazards of long flights over inhospitable 
country in all conditions—and still 
always have one plane ready to take 
the air. 

In this short story of the Flying 
Doctor Service, tribute must be paid 
to Australia’s ‘ flying-bushman-pilot ’. 
He it is who provides the link between 
the isolated patient and the base 
hospital. His is the story of courage, 
ingenuity and resource. The call of 
humanity in dire distress makes it 
necessary for a bush pilot to ignore 





safety rules and take enormous risks. He 
has to land on single earth strips limiting 
landings and take-off to one direction, irre- 
spective of wind direction. Further, in many 
cases, he has to take off in a heavy cross-wind 


and from.soft patches. _He has also to face 
deteriorating flying conditions once air- 
borne. Dust, particularly in Central 
Australia, is the bush pilot’s worst enemy; 
dust haze can blot out the ground com- 
pletely. Here, there is no such thing as 
flying on the beam, even though the pilot 
is in radio télephone contact with base at 
all times. It is a case of instinct, knowledge 
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of local conditions, a mental picture of 
alternative landing strips, and a close watch 
on fuel supply. 

It is the selection of sound bush pilots 
who, beside their skill and judgment, are 
fired with a strong desire to serve humanity, 
good training, careful maintenance and 
close radio liaison with base, that answers 
for the success of the Flying Doctor Service 
with so few troubles and despite the great 
hazards encountered. 

Patients are not charged for these medical 
flights, the cost of which could, in long 
distances, amount to as much as {80. 
However, in nearly all cases patients make 
grateful donations to the Service. 

The Flying Doctor Service of Australia 
is financed by grants from both Common- 
wealth and State Governments, charitable 
trusts, bequests and donations with sub- 
scriptions by private citizens. To a lesser 
extent, some revenue is also received from 
handling telegraph traffic on behalf of 
outback transceiver users. 

The Tiger Moth aeroplane has been found 
to be particularly serviceable, though other 
makes are in use, whilst all the radio 
equipment used is of Australian manufac- 
ture. The transceiver, now so well known 


APPOIN 


Falkirk and District Royal Infirmary, Falkirk 

Miss SARAH CHALMERS, R.G.N., S.C.M., 
Sister Tutor Cert., University of Edinburgh, 
took up her appointment as matron on 
September 1. After training at the Southern 
General Hospital, Glasgow—where she later 
held the post of ward sister—and at Bar- 
shaw Maternity Hospital, Paisley, Miss 
Chalmers became a district nurse at Leven, 
Fife. She was sister tutor at Leith Hos- 
pital, Edinburgh, and at  Ballochmyle 
Hospital, Ayrshire, before taking up her 
present post of principal sister tutor at the 
Royal Infirmary, Perth. Miss Chalmers is 
an examiner for the General Nursing 
Council for Scotland. 


Oldchurch Hospital, Romford, Essex 


Miss MiLpRED M. Davis, S.R.N., S.C.M., 
Sister Tutor Cert., took up her appointment 
as deputy matron on June 6, in the hospital 
where she trained. Miss Davis took mid- 
wifery training at the Queen Mary’s Hos- 
pital for the East End, London, and later 
held the post of staff midwife at the Ilford 
Maternity Hospital. She has been at Old- 
church Hospital since 1937, having held 
successively the posts of night theatre sister, 
acting night .superintendent, ward sister 
and assistant matron. 


Pochin Colliery, near Tredegar, Mon. 

Mrs. Iris E. Evans (née Benham), 
S.R.N., took up her appointment as sister- 
in-charge of the medical centre on July 19. 
On the completion of her training at the 
Royal Gwent Hospital, Newport, Mon., she 
became theatre staff nurse there and was 
later night theatre staff nurse at the 
Tredegar General Hospital, where she 
remained until taking up her new appoint- 
ment. > 


Little Bromwich Hospital, Birmingham 

Miss ELLEN S. JOHNSON, S.R.N., S.C.M., 
Sister Tutor Cert., University of Edinburgh, 
took up her appointment as principal sister 
tutor of the Group Preliminary Training 
School on September 1. After completing 
her training at the Royal Infirmary, 
Sheffield, and the Simpson Memorial 
Maternity Pavilion, Edinburgh, Miss John- 
son became holiday sister at St. Mark’s 
Hospital, Maidenhead. She then held posts 








in the inland, is also of Australian manu- 
facture. This apparatus is capable of both 
sending and receiving radio messages, and 
in some cases a radius of more than 600 
miles has been covered; it is so designed 
that even young children can operate it. 

Earlier models were of the pedal-generator 
type, whereby the operator generated 
energy with his or her feet as the message 
was being sent out. More recent models, 
however, operate on the battery-vibrator 
principle, so doing away with the necessity 
for pedal energy. The price of these varies 
from £180 to £240. 

For portable use in motor vehicles, boring 
camps, mustering plants and so forth, a 
remarkable portable transceiver has been 
developed—little larger than a loaf of 
bread. Connected to an ordinary car 
battery and a small telescopic acrial, this 
set gives excellent results at 400 miles and 
more, and costs £150. 

And so the Flying Doctor Service of 
Australia continues to function at all times, 
and in all weathers, bringing succour and 
salvation to the sick and distressed. in the 
remote places, and breaking down the 
barrier of the loneliness of those people who 
live in Australia’s great inland. 


TMENTS 


as night sister at the Victoria Infirmary, 
Glasgow; ward sister at Larkfield Hospital, 
Greenock; and sister tutor at the Royal 
Infirmary, Stirling. She was subsequently 
sister tutor in charge of the Group Pre- 
liminary Training School, Western General 
and Leith Hospitals, Edinburgh, and from 
there was appointed sister tutor in the 
Senior Department, Royal Victoria In- 
firmary, Newcastle upon Tyne. 


Queen’s Institute of District Nursing, Three 
Towns, Plymouth, Training Home 

Miss ELeanor M. Main, R.S.C.N., 
S.R.N., S.C.M., Queen’s Nurse, H.V. Cert., 
Nursing Administration (Public Health) 
Cert. of the Royal College of Nursing, took 
up her post as assistant superintendent in 
charge of the midwifery department on 
July 12. Miss Main trained at Queen 
Mary’s Hospital for Children, Carshalton, 
and St. Andrew’s Hospital, London, E.3, 
where she was later staff nurse and deputy 
sister. She took midwifery training at 
St. Mary’s Hospital, Portsmouth, and Wat- 
ford Maternity Home, and the combined 
Queen’s nurse/health visitor course at 
Brighton. Miss Main has also had exper- 
ience as an industrial nursing sister at the 
Imperial Chemical Industries (Metals Divi- 
sion), been midwifery sister at the Dudley 
Road Hospital, Birmingham, sister and 
matron of the ‘ Save the Children Fund’ in 
Schlutup, B.A.O.R., and Queen’s nurse/ 
midwife / health visitor at Wallingford, 
Berks. 

Broadgreen Hospital, Liverpool 

Miss EpitH M. Puicurps, S.R.N., S.C.M., 
Nursing Administration (Hospital) Cert., 
Royal College of Nursing, will take up her 
appointment as matron on October II. 
Miss Phillips took general and midwifery 
training at Mill Road Infirmary, Liverpool, 
where she later held posts as ward sister, 
maternity sister and theatre sister. She was 
subsequently casualty and outpatient sister, 
also night superintendent, at Broadgreen 
Hospital; sister tutor in charge of the Group 
Preliminary Training School, City Hospital, 
North Liverpool; assistant matron at 
Rutson and Friary Hospital, Northallerton, 
and is at present deputy matron of the City 
General Hospital, Sheffield. 
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Time-wasting Practices 


The recent Nuffield survey of time wastage 
in hospitals omitted to include payment 
of nursing staff salaries by trained nurses 
and the needless transcription of ward 
reports by senior night sisters. 

It is still the custom in some small 
hospitals for sisters and nurses to queue 
like mendicants outside the matron’s office 
awaiting payment. This ridiculous proce. 
dure is not only unworthy of a noble 
profession but it is a complete waste of 
both the student’s and the trained nurse’s 
time. Larger hospitals sensibly arrange 
payment through and by their finance 
department, at times convenient to the 
department and the nurse. Surely hospital 
matrons and their deputieshave enough 
to occupy them without being burdened 
with the responsibility of large sums of 
cash? In these days of violent robberies 
and audacious thefts no nurse should be 
required to shoulder this burden. 

One London hospital has reduced clerical 
work for its nurses by using ward report 
books with carbon copies; the top copy 
goes to the matron’s office while the book 
remains on the ward. Yet if nurses are to 
be employed purely as nurses, this admirable 
innovation requires further modification. 
In most hospitals the senior night sister 
transcribes the ward reports in a special 
book for the matron’s benefit. Since (as 
in the above case) these reports have already 
been written once, surely it would be more 
practicable if the night sister edited them 
in red ink and then went round the wards, 
pointing out mistakes, watching the nurses 
at work, instead of shutting herself up in an 
office, wasting her own and everybody’s 


time in a frantic effort at transcription ?» 


In hospitals where only one night sister is 
employed and trained staff is ata minimum 
this would tighten up loose ends of training 
and inconvenience no one as the edited 
reports would still be available for the 
matron or her deputy. 

GEorGE LANcE, Charge Nurse. 


Wingfield Hospital League 
With other members of the senior staff 
of this hospital I hope to found a league of 
nurses who have trained here, to be known 
as the League of Wingfield Hospital Nurses. 
If past members of the staff with whom 
we have lost touch see this announcement, 
and wish to join the League, I should be 
happy to hear from them. 
Mary Powe Lt, Matron. 


Royal Orthopaedic Hospital, 
Birmingham 

Miss Frances Daffern is retiring after 
31 years’ service. Past and present mem- 
bers who would like to be associated with 
a retirement gift please send subscriptions 
to matron, The Woodlands, not later than 
October 1. 





NEW HOMES FROM OLD HOUSES 


Over 200,000 people have visited the 
Ministry of Housing and Local Govern- 
ment’s demonstration of how new homes 
can be made from inconvenient old houses, 
which is open at Holles Street, Oxford 
Street (near Oxford Circus). Because this 
exhibition is proving so popular the closing 
date has been postponed until September 16. 
People can enjoy seeing for themselves how 
old, - out-of-date, but structurally sound, 
houses can be turned into attractive flats. 
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Royal College of Nursing 


Sister Tutor Section 


Sister Tutor Section within the South 
Western Metropolitan Branch.—The general 
meeting which was to take place on Wed- 
nesday, September 8, has now been cancelled 
owing to insufficient business. 


Public Health Section 
CONFERENCE 


The Health and Tuberculosis Visitors 
and School Nurses’ Sub-Committee have 
arranged a conference to be held in the 
Cowdray Hall, Royal College of Nursing, on 
Saturday, November 20, at 10 a.m. 


9.30 a.m. Coffee. 

10a.m. The Place of the Ancillary Worker 
in the Health Visiting Team. 
Chairman: Miss E. M. Weary, S.R.N., 
$.C.M., H.V. Cert., Queen’s Nurse, 
Superintendent of District Nurses, Non- 
Medical Supervisor of Midwives, and 
Chairman, Public Health Section. 
Speakers; Miss M. Rutu Waite, S:R.N., 
R.S.C.N., S.C.M., H.V. Cert., superin- 
tendent health visitor, Middlesbrough 
County Borough; and Miss ErtuHeEr L, 
CUNNINGTON, S.R.N., S.C.M., H.V. Cert., 
health visitor/school nurse, Essex County 
Council. 

ll a.m. Group discussion. 

12.15 p.m. Lunch. 

2.15 p.m. Group reports, general discussion 
and Chairman’s summing-up. 

4p.m. Tea. 

Fees. College members 4s., non-members 

5s.; coffee 6d.; tea 1s. 6d. 


Ward and Departmental 


Sisters Section 


Ward and Departmental Sisters Section 
within the Brighton and Hove Branch.— 
Councillor A. J. Sadler will speak on Council 
Procedure and Local Government Organiza- 
tion at the Sussex Eye Hospital on Tuesday, 
September 7 at 7 p.m. A study day is 
planned at Hove General Hospital for 
Saturday, October 2. Details later. 


Occupational Health Section 


_ Birmingham Group.—The monthly meet~ 
ing will be held at Bethany House, Lench 
Street, on Wednesday, September 8, at 
6.40 p.m. Miss A. Armstrong, ward sister 
from the General Hospital and Mrs. Norman, 
speech therapist, will talk on The Manage- 
ment of Laryngectomies. 


Branch Notices 


Blackpool and District Branch.—A general 
meeting will be held at Lytham Hospital, 
on Monday, September 13, at 7 p.m. 

Brighton and Hove Branch.—A general 
meeting will be held at the Royal Alexandra 
Hospital on Monday, September 6, at 7.30 
p.m., followed by a talk on The Conjoined 
Twins by Miss Smith, sister of the 
Premature Baby Unit, Hammersmith Hos- 
pital, London. An executive committee 
meeting will be held at 7 p.m. Members 
and friends are welcomed to a garden party 
and bring-and-buy sale at the Royal 
Alexandra Hospital on Saturday, September 
11 from 3-6 p.m. 

Chelmsford and District Branch.—An 
open meeting will be held at Runwell 
Hospital, near Wickford, on Monday, 
September 20, at 6.30 p.m. Special trans- 





port has been arranged; assemble at 
Chelmsford Bus Station at 5.45 p.m.; fare 
2s. return. 

Dartford and North Kent Branch.—A 
general meeting will be held at Joyce Green 
Hospital on Monday, September 13, at 7.30 
p-m. The Hospital transport will leave 
Dartford Station at 7.20 p.m. 

Worthing and South West Sussex Branch. 
—The next meeting will be held at Worthing 
Hospital on Wednesday, September 15, at 
3 p.m., when Mrs. Hicks will continue her 
talk on Basketry with a practical demonstra- 
tion. The executive committee meeting 
arranged for 2.15 p.m. on the same day 
has been cancelled and will be arranged 
for a later date. 


* * s 


Administrators Group within the South 
Western Metropolitan Branch.—There are 
still about 20 vacancies for the visit to Alton 
(Lord Mayor Treloar Hospital) on Saturday, 
September 18. All members of the Group 
and their friends are welcome; please write 
to the secretary without delay if transport 
is required. The fee, 10s., will be collected 
en route. 


NURSES APPEAL 
Nation’s Fund for Nurses 


We are very grateful for the donations 
received for this important work and are 
most anxious to be able to show a really 
helpful list each week. We feel that nurses 
realize that it is our duty to “‘ support the 
weak and help the afflicted’’ in our own 
profession. We should specially remember 
those who are cut off from many of the 
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joys of life, the blind, the deaf, the crippled 
and disabled and make some sacrifice for 
those whose lives are cheerless, by showing 


friendship, ready generosity, sympathy 
and understanding. 

Contributions for week ending August al . 

s, d. 

Miss L. Coombe .. arg 88 

a sale : « £20 Sp 

Miss E. J. C. Brodie oe ee ee 

Miss L. Barrow .. ae 100 

Miss B. M. M. Fergusson 26 

Mrs.H.Gough .... 5 0 

R. V. W. . ok eee 

Total £8 8 6 

W. SPICER, 


Secretary, Nurses Appeal Committee, Royal College of 
Nursing, Henrietta Place, Cavendish Square, London, W.1. 


Branch Secretaries List 
STOURBRIDGE: thesecretary’s name should 
have read Miss E. J. Tooby and not as 
printed last week. 


Additions to the Library 


New Books and Pamphlets 


Bate, J.G. Treatment with Penicillin and 
other Antibiotics (Faber, 1954). 

Bentley, F. J., and others. Tuberculosis 
in Childhood and Adolescence (National 
Association for the Prevention of Tuber- 
culosis, 1954). 

Bernstein, E., and others. A Study of 
Direct Nursing Care Consumed by 
Patients with Varying Degrees of Illness* 
(New York University, 1953). 

British Medical Association. Refresher 
Course for General Practitioners: second 
collection (B.M.A., 1954). 

British Medical Association. The Rehabili- 
tation and Resettlement of Disabled 
Personst (memorandum of evidence to the 
Interdepartmental Committee) (B.M.A., 
1954). 

(continued on next page) 


BIRMINGHAM CENTRE OF NURSING 
EDUCATION 


Principles of Leadership 


A REFRESHER course on Principles 
of Leadership, for senior hospital 
administrative staff, will be held at 162, 
Hagley Road, Edgbaston, Birmingham 16, 
from October 25-30 


Monday, October 25 

10.30-11.30 a.m. Registration. 

2.30 p.m. .Needs of Youth Today, by Miss 
Bamforth, M.A., headmistress, King 
Edward’s School for Girls. 


Tuesday, October 26 

9.30 a.m. Principles of Leadership (1), by 
Mrs. N. M. Barnett, B.A., deputy to 
head of Department for Further Training, 
Education Department, Birmingham 
University. 

11.15 a.m. Voice Production and Effective 
Speech, by Miss Pamela Chapman, Bir- 
mingham School of Speech Training. 

2p.m. Visit to Cadbury Brothers’ Factory 
or 

2.30 p.m. Visit to Queen Elizabeth Hos- 
pital 

Wednesday, October 27 

9.30 a.m. Principles of Leadership (2). 

11.30 a.m. Administrative:Help to the Ward 
Sister, by Miss M. Woods, matron, The 
Children’s Hospital, Birmingham. 

2.15 p.m. Visit to the laboratories and 

equipment showrooms of Philip Harris 

Ltd. of Birmingham. 





Thursday, October 28 

9.30 a.m. Principles of Leadership (3). 

11.15 a.m. Public Speaking (1), by Miss 
Pamela Chapman. 

2.30 p.m. The Modern Student, by Miss 
Hill, principal sister tutor, The London 
Hospital, Whitechapel, London. 


Friday, October 29 

9.30 a.m. Principles of Leadership (4). 

11.15 a.m. Public Speaking (2). 

2.30 or 3 p.m. The Responsibilities of the 
Matron as Head of the Nurse Training 
School, by Miss Bovill, matron, The 
Royal Infirmary, Cardiff, President of 
the College. 


Saturday, October 30 
10am. Visit to Selly Oak Hospital. 


Fees (payable on registration). Non- 
members £3 3s., College members £2 2s., 
members of affiliated associations £2 12s. 6d. 
Single lectures: non-members 4s., College 
members 2s. 6d., members of affiliated 
associations 3s, 3d. 

Inquiries should be made to the Educa- 
tion Officer. Courses are non-residential, 
but help in finding accommodation will be 
given if requested when making application. 
The College of Nursing Club which adjoins 
the Centre offers temporary membership to 
all those taking courses (application form 
on request). 








968 


(continued from previous page) 


British Rheumatic Association. Memor- 
andum and Evidence submitted to the 
Piercy Committee on the Re-organiza- 
tion of Services on behalf of the Handi- 
capped Rheumatic and other Medically 
Handicapped Suffererst (The Association, 
1954). 

Brown, J. A. C. The Social Psychology of 
Industry (Penguin, 1954). 

Cassel Hospital. Report 1951-1953 (The 
Hospital, 1954). 

Central Council for the Care of Cripples. 
Annual report 1953 (The Council, 1954). 

Central Health Services Council. Report 
for the Year ended December 31, 1953t 
(H.M.S.O., 1954). 

Chesser, E. Humanly Speaking (Hutchin- 
sons, 1954). 

Clark, F. Le Gros. Later Working Life in 
the Building Industryt (Nuffield Founda- 
tion, 1954). 

Council of Industrial Design, Scottish 
Committee. Design in the Hospital and 
Health Servicest (The Council, 1954). 

Empire Rheumatism Council. Seventeenth 
Annual Report 1952-53 (The Council, 
1954). 

Fisher, R. B. Protein Metabolism (Methuen, 
1954). 

Foote, R. R. Varicose Veins 
edition) (Butterworth, 1954). 
Fraser, D. C. A Psychological Glossary 

(Heffer, 1954). 

Gairdner, D. ed. Recent Advances in 
Paediatrics (Churchill, 1954). 

Gaitskell, Hugh. Population Trends and 
the Social Services (Liverpool University 
Press, 1954). 

Graham, S. and Shanks, R. Notes on 
Infant Feeding (fourth edition) (Living- 
stone, 1954). 

Hardy, G. M. 


(second 


Nursing and Treatment of 


Acute Anterior Poliomyelitis (Faber, 
1954). 
Imperial Cancer Research Fund.  Fifty- 


first Annual Report 1953-54 (The Fund, 
1954). 

International Council of Nurses. An Inter- 
national List of Advanced Programmes 
in Nursing Education, prepared by 
the Florence Nightingale International 
Foundation on behalf of the World 
Health Organization (I.C.N., 1954). 

International Hospital Federation. Bien- 
nial Report 1951-53 (The Federation, 
1954). 

Jennings, Sir Ivor. The Queen’s Govern- 
ment (Penguin, 1954). 

Kerr, J. M. M. and others. Historical 
Review of British Obstetrics and Gynae- 
cology, 1800-1950 (Livingstone, 1954). 

King Edward’s Hospital Fund Hospital 
Catering Advisory Service. Memorandum 
on Special Dietst (The Fund, 1954). 

King Edward’s Hospital Fund, Adminis- 
trative Staff College. Hospital Bed 
Occupancy: a report of the first study 
group set up by the Administrative Staff 
Colleget (The Fund, 1954). 

Knocke, F. J. and Knocke, L. S. 
paedic Nursing* (Davis, 1954). 

Kuenstler, P. H. K. Youth Work in 
England (University of London Press, 
1954). 

LeMarquand, H. S. and others. Endocrine 
Disorders in Childhood and Adolescence 
(second edition) (Hodder and Stoughton, 
1954). 

Merewether, E. R. ed. Industrial Medicine 
and Hygiene. Vol. I (Butterworth, 1954). 

Ministry of Labour and National Service. 
Annual Report of the Chief Inspector of 
Factories (H.M.S.O., 1954). 

Ministry of Pensions and National Insur- 
ance. How, When and Where to Claim 
Benefit. (The Ministry, 1954). 

Ministry of Pensions and National Service. 


Ortho- 





Report 1953. (H.M.S.O., 1954). 

Newcastle Regional Hospital Board. Report 
on Design of Nursing Uniformsf (The 
Board, 1954). 

Oxford City. Annual Report of the Medical 
Officer of Health 1952. 

Paterson, R. The Treatment of Malignant 
Disease by Radium and X-rays (Arnold, 
1954). 

The Pharmaceutical Pocket Book (Pharma- 
ceutical Press, 1953). 

Robinson, Alice. The Psychiatric Aide: 
his part in patient care* (Lippincott, 
1954). 

Slough Industrial Health Service. Sixth 
Annual Report 1952-53 (Slough Industrial 
Health Service, 1954). 

Smith, J. A.  Alcoholism* 
1954). 

Spence, James and others. A Thousand 
Families: a study of health and disease 
in childhood in Newcastle upon Tyne 
(O.U.P. for the Nuffield Foundation, 
1954). 

Wittkower, E. D. and Cleghorn, R. A., eds. 
Recent Developments in Psychosomatic 
Medicine (Pitman, 1954). 

World Health Organization, Technical Re- 
port Series No. 81. Expert Committee on 
Poliomyelitis: first reportt (WHO, 1954). 

World Health Organization, Technical Re- 
port Series No. 85. First International 
Conference of National Committees on 
Vital and Health Statisticst (WHO, 1954). 

World Health Organization, Technical Re- 
port Series No. 83. Methodology of 

‘Planning an Integrated Health Pro- 
gramme in Rural Areast (WHO, 1954). 

Zabriskie, Louise. Mother and Baby Care 
in Pictures* (fourth edition) (Lippincott, 
1954). 


* American publication 


(Lippincott, 


¢ Pamphiet 





Membership forms for the College 
may be obtained from the General 
Secretary, Royal College of Nursing, 
Henrietta Place, Cavendish Square, 
W.1, or local Branch secretaries. ' 





Obituary 


Miss A. C. Casey 


We regret to announce the death, in a 
road accident, of Miss Anna C. Casey who 
had only recently retired in order to nurse 
her aged invalid mother. Miss Casey 
trained at Mile End Hospital, London, and 
did her midwifery in Dublin. She held 
various hospital appointments, but latterly 
had been engaged in private nursing. 





MIDWIFE TEACHERS’ CERTIFICATE 
UNIVERSITY OF BRISTOL 


Elizabeth Mary Sheppard has passed the 
June 1954 examination, Part IT. 


DR. WILLIAM SMELLIE 


Dr. William Smellie, the 18th century 
authority on midwifery, was remembered 
at Lanark last week when a bronze statue 
of a young mother nursing a child in her 
arms was unveiled by Dr. T. J. Honeyman, 
Rector of Glasgow University, in the 
grounds of the William Smellie Maternity 
Hospital. The statue was presented by 
Dr. Samuel J. Cameron, Professor Emeritus 
of Midwifery in Glasgow University, and the 
address was given by Dr. Miles H. Phillips, 
Professor Emeritus of Obstetrics and Gynae- 
cology in Sheffield University. Speaking 
of Smellie’s life and work, Dr. Phillips said 
that he undoubtedly deserved to be known 
always as ‘the master of British midwifery’. 
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British Council for Rehabilitation—, 
three-day course on Rehabilitation of th 
Disabled Worker in Industry will be held 
at the Forehall, Glasgow University, op 
September 13, 14 and 15. Conference fe 
£1 10s. 6d., daily sessional fee 15s. 6¢, 
Bookings must be made in advance with 
the General Secretary, British Council for 
Rehabilitation, Tavistock House South, 
Tavistock Square, London, W.C.1. An open 
session of the course will take place op 
September 13, at 2.30 p.m., at the City 
Chambers, Glasgow, over which the Rt. Hon, 
Lord Sempill will preside. 

City General Hospital, Stoke-on-Trent— 
The nurses’ prizegiving and annual reunion 
has been arranged for Wednesday, Octo. 
ber 13, at 3 p.m. All past members of the 
hospital staff are cordially invited. R.S.V.P, 
to matron. 

Institute of British Photographers — 
The fifth annual conference of the Medical 
Group of the Institute of British Photo- 
graphers will be held at the Royal College of 
Surgeons and the Institute of Neurology‘ 
from September 23-26. The conference is 
open to all interested in medical photo- 
graphy, and full details may be had from 
the conference convenor, Mr. N. K. Harrison, 
Department of Medical Photography, St. 
Bartholomew’s Hospital, London, E.C.1. 

Kidderminster and District General Hos- 
pital—The annual prizegiving and reunion 
will be held in the nurses’ recreation room 
on Friday, September 17, at 3 p.m. Matron 
will be pleased to welcome any past 
members of the nursing staff. 


North Ormesby Hospital, Middlesbrough.— 
The annual prizegiving reunion will be held 
on Thursday, September 23, at 3 p.m. 
Lady Serena James will present awards. 
All former members of the nursing staff 
are cordially invited. R.S.V.P. to matron, 


Peppard Chest Hospital, Heriley - on- 
Thames.—The annual staff reunion and 
nurses’ prizegiving will be held on Saturday, 
September 18, from 3 p.m.-6 p.m. Mr. John 
Hay, M.P. for South Oxfordshire, will 
present the awards. A cordial invitation 
is extended to all former members of the 
staff. R.S.V.P. to matron, stating if over- 
night accommodation is required. 

Poplar Hospital, London, E.14.—A reunion 
and annual general meeting of the Nurses’ 
League will be held on Saturday, Septem- 
ber 25, preceded by a service in the chapel 
at 2.30 p.m. A bring-and-buy sale will be 
held after the meeting. oti. aa 

Royal Manchester Children’s Hospital, 
Pendlebury, near Manchester.—The nurses’ 
reunion and prizegiving will be held on 
Saturday, September 25, at 2.30 p.m. All 
trainees of the hospital are invited. 


St. Nicholas Hospital, Plumstead, S.E.18. 
The opening of the new recreation hall 
and the nurses prizegiving will take place on 
September 30, at 2.45 p.m. Past members 
of staff are welcome. 


Southmead Hospital Nurses’ League.—A 
reunion will be held on Saturday, Septem- 
ber 11. There will be a professional con- 
ference from 11 a.m.-1 p.m., a meeting at 
2.30 p.m., a church service, tea and a 
dance in the evening. Please write to 
matron if accommodation is required. 

Wembley Hospital.—The annual reunion 
and presentation ceremony will take place 
in the Gymnasium on Saturday, Septem- 
ber 18, at 3 p.m. All past members of 


the nursing staff are cordially invited. , 


R.S.V.P. to matron not later than Sep- 
tember 8. 
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Everybody likes independence 


time you choose before the policy matures; saving of 
income tax on your policy payments ; and immediate 
annuities at very favourable rates for those who 


It will be nice to find you can afford to retire when 
you choose — and not when someone else says you 
must. Everyone likes independence; and that is 


where the Royal National Pension Fund for Nurses 
can help—is helping every day. 

The Fund offers you exceptional advantages — 
the choice of a pension or cash sum; the right to 


have retired or are about to retire. The R.N.P.F.N. 
has no agents or shareholders — the members of its Council 
receive no fees. Through the Fund therefore you get 
the largest possible benefits at the lowest possible 


claim back your contributions with interest at any cost. 


Founded 1887 - Assets exceed £13,000,000 


ROYAL NATIONAL. PENSION 
FOR NURSES 
Patron: Queen Elizabeth The Queen Mother 


FUND 


MEMBERSHIP OPEN TO NURSES, HOSPITAL OFFICERS, AND MEDICAL AUXILIARIES OF EITHER SEX 


For full particulars of policies related to your personal needs, write (giving date of birth) to :— 
THE R.N.P.F.N. © 15 BUCKINGHAM STREET - LONDON + W.C.2 + TELEPHONE: TRAFALGAR 6785 
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Student 





MISS LESLEY W. ELLIOTT 


Miss Lesley W. Elliott, who won a first 
prize for her poem Evening at Porthcurnow, 
took up nursing as the result of interest in 
hospital life aroused when she was under 
treatment for an accident. She gave up 
teaching, for which she had qualified, and 
turned, as she says, “‘ from an academic to 
a practical profession ’’’. Among the things 
which she enjoys, Miss Elliott puts writing 
first, followed by Cornwall, the company 
of cats and the planning of clothes, but she 
adds that her present life as a student 
nurse does not give her much scope to 
indulge in any of these pleasures. Miss 
Elliott, who is training at the Radcliffe In- 
firmary, Oxford, has not decided what 
particular branch of nursing work she 
will follow. 


MISS J. MURIEL RITCHIE 


Miss Ritchie, author of the winning short 
story, The Reminder, was educated at 
Bussage House School, Gloucestershire, and 
in Lausanne. After working for a time on 
the staff of Dr. Barnardo’s Homes, Barking- 
side, London, she trained in agriculture at 


A HOLIDAY 


T all started in 1953, when, at a meeting 

of our Student Nurses’ Association Unit, 

it was decided that efforts should be made 
to raise a sufficient sum to send two student 
nurses, to be chosen by ballot, abroad for a 
fortnight. Accordingly we, the two 
extremely fortunate members, found our- 
selves on holiday in Brussels. 

Some days were spent in exploring and 
enjoying this fascinating, historic city. 

But the most interesting part of our 
holiday was yet to come, when we presented 
our letter of introduction at the Hopital 
Universitaire St. Pierre. This really was a 
unique and most enlightening experience. 
We were introduced to Mile Mechelynck, 
matron and director of the University 
School of Nursing, and to her assistant, who 
kindly conducted us on a tour of the hospital. 

In the outpatient department we saw 
many large rooms, beautifully equipped and 
clean. (Incidentally, all the cleaning is done 
by maids and orderlies). We visited both 
surgical and medical wards and here, in a 
sister’s office, we learnt many interesting 
details. Reports are not written in books, 
as ours are, but in loose-leaf system. For 
each patient there is a leaf, on which the 
doctors write treatments and instructions 





Introducing the 
Prizewinners 
in the 
LEISURE TIME 
COMPETITION 
whose entries 
were published 
on August 7 


Miss Elliott (left) and 
Miss Ritchie. 
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Nurses’ Association 


Studley College, Warwickshire. Here she 
obtained the National Diploma in Dairying 
and later returned to Studley as a lecturer. 

For some years Miss Ritchie was herself 
a farmer in Wensleydale, Yorkshire, special- 
izing in Ayrshire and Galloway cattle, 
Clydesdale horses and Border Leicester 
sheep; she competed successfully in many 
North Riding agricultural shows, and 
served on the Wensleydale committee of 
the National Farmers’ Union, was a mem- 
ber of the district and parish councils, and 
did much other voluntary social work. She 
has contributed to the Economic Journal 
and has reviewed publications on agricul- 
tural economics for the British Council. 

Miss Ritchie entered the West London 
Hospital to take her training in September 
1952, and joined the Student Nurses’ Asso- 
ciation, becoming treasurer of the hospital 
Unit. She has travelled widely and has 
interests in economic and agricultural con- 
ditions, especially in under - developed 
countries. She will bring originality and 
maturity of outlook to the nursing profes- 
sion when she completes her training, and 
she has a recreation in her writing which 
she much enjoys. 


IN BELGIUM 


by two Student Nurses 
of Royal Hospital, 
Richmond 


and the nurse who is responsible signs along- 
side. Temperatures (Centigrade of course) 
are never taken by mouth, but always per 
rectum or per axilla. 

We saw the theatres, all exactly alike and 
well equipped. Here all the sterilizing is 
done by autoclaving. 

After tea a sister tutor kindly continued 
our tour through the classrooms. Nurses, 
during their three years’ training, work six 
hours a day in the wards, lectures and 
studies occupying the rest of the time, and 
in ward as well as in class sister tutor is with 
them. Throughout the training periods not 
more than three weeks’ night duty is 
undertaken. 

It was so very interesting to us to hear 
all these facts and to compare a nurse’s life 
in a Belgian hospital with our own in 
England. We did not hear of any association 
fostering inter-hospital games such as we 
have. Nor could we help feeling that a salary 
of approximately 135 francs a month—a 
franc being equal to 1}d. at present exchange 





Speechmaking Contests 


NORTHERN AREA (WEST) 

The North West Area Speechmaking con- 
test will be held at Manchester Royal 
Infirmary on Tuesday, September 28. Each 
entrant must make a speech of not more 
than five minutes’ duration on Responsi- 
bility. This is the watchword Miss Gerda 
H6jer, retiring President of the Interna- 
tional Council of Nurses, gave to all mem- 
bers for the next four years, when the 
Quadrennial Congress was held in Brazil 
in 1953. 

Two visits have been planned for Tues- 
day morning—one to Manchester Town Hall, 
where there is much of interest to see and 
to hear about and the alternative to the 
Central Library, Manchester. Guides have 
been promised for these visits, and for each 
you are asked to meet at the respective 
building’s entrance at 11 a.m. 


NORTHERN AREA (EAST) 


The North East Area Speechmaking Con- 
test will be held at the Regional Hospital 
Board, Park Parade, Harrogate, on Thurs- 
day, September 30. 

The subject for the speech is Responsi- 
bility, as above. 

A visit has been planned for Thursday 
morning to the Valley Gardens in Harro- 
gate. Mr. W. V. Bishop, the Parks Super- 
intendent, has promised to give a short 
talk and to conduct the party round the 
Gardens. 


JERSEY’S BATTLE OF FLOWERS 

Nurses of the General Hospital, Jersey, 
won a third prize of {40 at.the annual 
Battle of Flowers on July 29, for their 
entry—‘ Symphony in Colour’. The nursing 
staff of Sandybrook Hospital also won a third 
prize of £40; their exhibit, entitled ‘ The 
Happy Wanderers’, was a gypsy caravan, 





Miss Crees (left) and Miss Anslow 


rate—makes us appear’ to be very well off. 
So we thank our own Student Nurses’ 
Association Unit at the Royal Hospital, 
Richmond, for the holiday of our lives, and 
we thank our Belgian friends and colleagues 
for receiving us so kindly and helpfully. 
We hope that it may be possible for many 
other similar visits to be made. 
Sytv1a ANSLOW, JACQUELINE CREES, 
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HERE 
and 


THERE 


MANSFIELD RECRUITMENT 
CAMPAIGN 


The Mansfield Group Hospital Manage- 
ment Committee recently held a nursing 
recruitment campaign which included a 
nursing exhibition organized by nursing and 
administrative staffs of the hospitals in the 
group. It was visited by 3,000 people 
during the first two days alone. During the 
course of the campaign, the presentation of 
prizes, medals and certificates to the nurses 
by the Duke of Devonshire was held at the 
Mansfield and King’s Mill Training School 
for Nurses; the prizegiving for nurses at the 
Victoria and Forest Hospitals also took 
= during the campaign week; the 

yoress of Mansfield, Mrs. J. B. Jenkins, 
presented the awards. 


ROYAL COLLEGE OF MIDWIVES 


The Council of the Royal College of 
Midwives met on July 26 under the chair- 
manship of Miss Gore. The new national 
members of Council were welcomed and 
Miss Wood reported that Miss M. Williams, 
matron of Queen Charlotte’s Hospital, had 
been returned unopposed as chairman of 
Council for 1954-55. As Miss Gore had 
become Treasurer, she would be retiring as 
chairman after the meeting. Council ex- 
pressed its appreciation of Miss Gore’s wise 
guidance during her term of office. The 
three vice-chairmen of Council elected by 
ballot are Miss C. Knott, M.B.E., Miss 
M. A. Gannon, R.R.C., and Miss D. M. 
Hawkins. 


Council heard with much pleasure of the 
many generous donations received from 
the branches towards the various funds of 
the College, in particular the International 
Congress Fund. The President, Miss N. B. 
Deane, M.B.E., then announced a gift to 
the College of a first edition of Florence 
Nightingale’s Notes on Lying-in Institutions, 
published in 1871. 


Reporting on a meeting of the United 
Kingdom Committee for the World Health 
Organization, which she had attended ag 
the College representative, Miss Deane said 
the College would be invited to become a 
sponsoring body of this Committee. 


WESTMINSTER HOSPITAL 
ATHLETIC GROUND 


The new Westminster Hospital Athletic 
Ground. at New Eltham was officially 
opened by the Rt. Hon. Lord Nathan, 
P.C., T.D., D.L., Chairman of the Board 
of Governors, on Saturday, July 10. The 
ground is for the ‘use of members of the 
Westminster Hospital Sports and Social 
Club, which includes members of the 








Left: Miss Margaret 
Nairn, R.G.N.,S.C.M.., 
health visitor, Aberdeen 
Public Health Depart- 
ment, winner of the 
Robert Wood Johnson 
Scholarship awarded 
through the British 
Commonwealth and 
Empire Nurses War 
Memorial Fund for 
1954/55, who plans to 
study child welfare in 
the United States and 
Canada. 


nursing staff. Provision 
is made for cricket, 
football, hockey, tennis 
and archery; there 
is also a very delightful pavilion. A variety 
of entertainments was provided during the 
afternoon of the opening; which was well 
attended by members of the hospital staff. 


INDUSTRIAL FOOT SAFETY 
WEEK 
There were 28,045 foot accidents in 


industry during the year, many of them pre- | 


ventable, as disclosed by the recent Report 
of the Chief Inspector for Factories*. It 
.is particularly appropriate, therefore, that 
the Royal Society for the Prevention of 
Accidents should plan a special National 
Industrial Foot Safety Week for the period 
October 25 to 30. In support of this 
campaign some excellent publicity material 
is available: posters in various sizes, includ- 
ing fluorescent posters, streamers, and an 
effective illustrated pamphlet, in two 
colours, of convenient size for slipping into 
pay packets during the special week. 

The Society points out that the majority 
of foot accidents occur during working 
hours, and stresses the importance to both 
men and women of sensible footwear for 
work, and of protective footwear when the 
nature of the work demands it. Industrial 
nurses and welfare officers interested should 
address inquiries or orders for publicity 
matter to Service Department, Ro.S.P.A., 
52, Grosvenor Gardens, London, S.W.1. 

* See‘ Nursing Times’, August 7, page 837. 


DOSING BABIES 


Among the useful health notes distributed 
by the Ministry of Health for the use of the 
lay press (especially to women’s papers, and 
women’s feature pages), there is a current 
note on the subject of infant teething 
powders. The Ministry points out that 
although most powders contain drugs which 
are harmless in an occasional dose, they may 
be harmful if used repeatedly, and no 
mother should undertake the responsibility 
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of repeated medication of a baby or young 
child without medical advice. Babies and 
young children should never be given a 
routine ‘ weekly aperient ’ in powder or any 
other form. The Ministry notes point out 
that babies seldom need powders, and if the 
mother thinks they do, it is probable that 
something is amiss with feeding or manage- 
ment which she should discuss with her 
family doctor, or at the clinic, or seek the 
advice of the health visitor. 

The British Medical Journal of August 21 
published in its correspondence columns an 
account of a case in which an intelligent 
mother of a bottle-fed baby of three months 
sought advice because of the discoloration 
she had noticed on the child’s napkins—a 
salmon-pink stain which turned a bright 
mauve when hot water was poured on to 
the napkin. The mother was asked to 
bring one of these ‘rainbow-hued ’ napkins 
for analysis, and chemical tests revealed 
that the colour change was due to phenol- 
phthalein. Further inquiries elicited the 
fact that the mother gave approximately 
one-third of an advertised teething powder 

‘to the baby twice weekly as a remedy for 
constipation. 


PRESENTATION AT ROCHFORD 
GENERAL HOSPITAL 


A presentation on her retirement has been 
made to Miss Alice Street, matron of 
Rochford General Hospital since 1937. 
Doctors, representatives of local organiza- 
tions and members of the staff gathered to 
give their good wishes and say farewell to 
Miss Street and to present her with a cheque 
and various gifts. Tributes were paid to her 
many years of outstanding service to the 
hospital and the nurse training school by 
Dr. L. Gordon Hopkins, Alderman Mrs, 
Broom, Dr. S. Cieman, Dr. R. Sleigh-Johnson 
and Alderman S. F. Johnson, J.P. 


LOSSES OF EQUIPMENT, STORES 
AND CASH 


The Ministry of Health is asking hospital 
boards and committees to review their 
systems of controlling equipment, stores and 
cash in order to safeguard them from loss or 
theft. In a memorandum (HM (54)45) the 
Ministry suggests various methods of storing 
and issuing stores and equipment, and 
precautions that may be taken, including 
safe custody of cash and the arrangements 
for the payment of wages. The mem- 
orandum also points out the importance of 
efficient checking of stocks and maintenance 
of adequate inventories; it stresses that 
stocktaking should be timed so that dis- 
crepancies in one department cannot be 
made good by borrowing from another. 
Procedure on discovery of losses or suspected 
thefts are also referred to. 


Wycombe College of Further Education on 


the terrace after they had been shown round the Houses of Parliament by their M.P. 
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Left: at NORTH 
MIDDLESEX 
HOSPITAL, 
where prizes wepe 
presented by 
J. Graham, Esq, 
senior administya- 
tive medical officer, 
North East Metyo- 
politan Regional 
Hospital Board, 


Below: @ group 
after the prizegiving 
at ST. HELENS 
HOSPITAL, 
where Mr. T. Lloyd 
Hughes presented 
the awards. The 
silver medallist was 
Miss Madge Mason. 


Miller General Hospital, Greenwich 


T the Miller General Hospital annual 

presentation of medals and prizes, 
Dr. H. V. Morlock, M.C., M.D., BS., 
F.R.C.P., welcomed Miss D. M. Smith, 
C.B.E., who was presenting the awards. 

Miss Smith spoke directly to the nurses, 
stressing their importance, not only to their 
patients but to others. 

The Pauline Paget silver medal was 
awarded to Miss I. L. Wright, and the 
second- and third-year ward nursing prizes 
were gained by Miss J. A. Leahy and Miss 
M. Shroff respectively. 


Above: prizewinners at 
MILLER GENERAL 
HOSPITAL, with Miss F. 
White, sister tutor. 
Above right: at BIRKEN- 
HEAD GENERAL HOS- 
PITAL, where Miss Car- 
penter, Director in the Educa- 
tion Department, Royal College 
of Nursing, presented awards. 
Miss G. Evans won the prize 
for the best senior nurse. 
Right: at MANSFIELD 
AND KING’S MILL 
Training School prizegiving. 
Front row, fourth from left: 
Miss M. Eddie, matron, Mans- 
field and District General Hos- 
pital; Miss E. R. Clarke, gold 
medal; the Duke of Devonshire, 
who presented the prizes. 





